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HE TREMENDOUS interest in viral hep- 
atitis in the past 15 years has been largely 
generated by its pandemicity during this 
period. Two immunologically distinct 
forms of hepatitis are generally recognized at pres- 
ent, although it is not known whether they represent 
different diseases or variant forms of a single dis- 
ease. The similarities and differences between them 
and their causative agents are recorded in the table. 
The epidemic or sporadic form of the naturally 
occurring disease is commonly known as infectious 
hepatitis, caused by virus A. Another tvpe of dis- 
ease, designated as serum hepatitis, is transmitted 
by the parenteral inoculation of contaminated blood 
or its products or by the use of incompletely steri- 
lized instruments, It has been recommended that 
the agent causing this be called hepatitis virus 
B.' The relationship between these two diseases is 
obscure. The curious apparent dependence of virus 
B on artificial transmission, its long incubation pe- 
riod, and the contradictory evidence of immunity 
following infection with it stimulate speculation on 
the possibility that the family which goes to make up 
virus B may represent variants of virus A, which is 
normally transmitted through intestinal-oral 
route, produces disease after a short incubation pe- 
riod, and evokes a fairly solid immunity in man. 

The definition of serum hepatitis on the basis of 
the route of inoculation of its causative virus is 
unfortunate, since virus A may also be found in 
the blood and transmitted parenterally, Another 
source of confusion recently recognized is con- 
cerned with the fact that the emphasis previously 
placed on the great difference in the length of in- 
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Two immunologically distinct forms of hep- 
atitis are generally recognized at present, 
although it is not known whether they repre- 
sent different diseases or variant forms of a 
single disease. The relationship between them 
is obscure. An attack of infectious hepatitis 
confers homologous immunity, and this dis- 
ease may be prevented by the administration 
of normal immune globulin. In contrast, the 
status of homologous immunity in serum hep- 
atitis is equivocal, and attempts to prevent 
it by the administration of normal immune 
globulin have usually been unsuccessful. 
Epidemiologic and experimental evidence 
indicates that there is no cross immunity be- 
tween the infections caused by viruses A 
and B. The prevention of infectious hepatitis 
is concerned with improvement in sanitation, 
the avoidance of fecal contamination of food 
and water, and the prohibition of persons 
who are potentially infected from acting as 
food handlers. Because of the carrier rate 
and the relative resistance of hepatitis virus 
to heat and other physical and chemical 
agents, it has been recommended that every 
parenteral penetration be performed with in- 
struments sterilized by boiling in water for 
30 minutes, or with steam under increased 
pressure (15 to 20 Ib.) for 20 minutes, or 
with dry heat (180 C for one hour). 
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cubation period in these two forms of hepatitis may 
require modification. The incubation period for 
infectious hepatitis (virus A) is generally believed 
to be from 15 to 40 days, while that for serum hepa- 
titis (virus B) is from 60 to 160 days. However, 
Ward and Krugman’ recently demonstrated an 
intermediate incubation period of 40 to 65 days in 
an epidemic form of hepatitis in an institution for 
mentally retarded children. This disease may be 
prevented by the administration of normal immune 
globulin, which groups it with infectious hepatitis 
rather than with serum hepatitis. 

Knowledge of both forms of hepatitis is still sharp- 
ly curtailed by the failure (a) to develop specific 
serologic tests and (b) to transmit either virus A 
or B to animals, embrvonated eggs, or tissue culture. 
For these reasons, in particular, the etiology and 
epidemiology of hepatitis are poorly defined, and 
the available information is largely derived from 
experiments in volunteers and observation of the 
natural history of disease among civilians and the 
military. In spite of the limitations imposed by these 
sources, they have been productive of certain con- 
cepts of the causative agents, their ways of spread 
and maintenance in nature, and the immunologic 
responses they evoke. Many of these concepts await 
the definitive support of more exact methods. 


Etiology 


Infectious Hepatitis.—Virus A passes a Seitz E. K. 
filter and is apparently highly resistant to a number 
of physical and chemical agents. It is present. in 
the blood, duodenal contents, and feces of patients 
in the acute phase of disease and may be trans- 
mitted experimentally by oral and parenteral inocu- 
lation. The duration of infectivity is not known. 
Although it is generally believed that virus dis- 
appears from the blood and feces of patients after 
the first two to three weeks of disease, it has been 
demonstrated on two occasions that infants with 
persistent evidence of activity of hepatitis may be 
carriers of virus in the feces as long as 5 and 16 
months after onset of disease.’ In addition, the 
occurrence of hepatitis in volunteers or in patients 
within a short incubation period after receiving 
blood from proved or presumed carriers indicates 
that there doubtless exists an asymptomatic carrier 
state for virus A in the blood of certain persons. 

In the absence of a specific serologic test, it is 
difficult to evaluate the immune response in man 
after infectious hepatitis. Second attacks are uncom- 
mon, and when they do occur it is impossible to 
determine whether they represent infection with 
the same strain or with a different strain of virus. 
Epidemiologic and experimental evidence indicates 
that there is no cross immunity between the intec- 
tions caused by viruses A and B. However, there is 
considerable evidence that an attack of infectious 
hepatitis confers homologous immunity. Experi- 
mentally, limited data indicate that volunteers re- 
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covered from infection with virus A were immune 
when reinoculated with virus A.* In addition, the 
natural history of the disease, with its predilection 
for children and young adults, its occurrence in 
epidemics among susceptible immigrants entering 
areas where the disease is endemic, and the long 
intervals between outbreaks in localized areas, sup- 
ports the concept that fairly solid immunity follows 
infection with virus A. To this, the proved pro- 
phylactic value of normal adult human gamma glo- 
bulin adds confirmatory evidence.’ 

Serum Hepatitis.—Virus B is also highly resistant 
to various physical and chemical agents. Its exact 
size is not defined, but it passes through a gradocol 


Comparison of Certain Features of Infectious Hepatitis and 
Serum Hepatitis and Their Causative Agents, Virus A and 
Virus B° 

Hepatitis 


Infectious Serum 
Incubation period, days.............. 15-40 0-160 


Clinical end Epidemiologic Features 
Fever—over 38 C (100.4 F).....cccccce Common 
Seasonal incidence 


Insidious 
Uneommon 


young adults 
Virus A Virus B 
ilterability 
Gradocol membrane with 
THOME Man Man 
strated 
Virus in duodenal eontents.......... Acute phase Not done 


onset and ip period and 
ucute phase acute phuse 
Route of inteetion (experimental).... Oral and Parenteral 
parenteral 
Duration of carrier state 


vr. (one 
adult) 
As long as 16 Not demon- 
mo. Cone strated 
child) 
lnimunity 


Prophylactic value of 


ubsent 


This material was derived from Expert Committee on Hepatitis.' 


membrane of 52 my average pore diameter, indi- 
cating a size of 26 my or less.” It is present in the 
blood during the long incubation period and_ in 
the acute phase of disease and may be transmitted 
experimentally by parenteral inoculation. It has 
not been found in the feces. The duration of infec- 
tivity is not defined. Although limited experiments 
in volunteers indicated that virus was no longer 
detectable in the blood one month after onset of 
disease, subsequent observations have shown that 
virus B may persist in the blood for as long as 
five years.’ 

The nature and degree of the immune response in 
serum hepatitis are poorly defined. As stated above, 
there is no cross immunity between the diseases 
caused by virus A and virus B. However, even the 
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status of homologous immunity in serum hepatitis 
is equivocal. Experimentally, volunteers recovered 
from serum hepatitis were immune when reinocu- 
lated with the homologous strains of virus B several 
months later." In addition, the fact that a large 
percentage of persons inoculated with virus B, 
either as volunteers or as patients receiving con- 
taminated transfusions of blood or plasma, fail to 
contract hepatitis suggests the possibility that anti- 
body may be present. However, Drake and associ- 
ates” failed to prevent infection with virus B in 
volunteers simultaneously inoculated with virus and 
with gamma globulin prepared from persons con- 
valescent three months to three vears after serum 
hepatitis. These latter results are in accord with 
the apparent failure of normal human gamma glob- 
ulin to prevent serum hepatitis consistently in 
field trials. 

Of interest in this regard is the fact that infections 
with virus B apparently do not have a predilection 
for any period of life, and all age groups appear 
to be susceptible. It is not known whether this 
wide susceptibility is due to (a) insufficient ex- 
posure to virus because of the artificial way of trans- 
mission, (b) the failure to develop or maintain 
adequate immunity after exposure, or (c) the exist- 
ence of multiple strains of virus that are immuno- 
logically unrelated. The latter two speculations are 
particularly pertinent when, as occasionally hap- 
pens, more than two attacks of hepatitis occur in 
the same patient.” Under such a circumstance, the 
possibility must also be considered that carriers of 
hepatitis virus may have sufficient disturbance in 
the equilibration between host and virus as to result 
in repeated attacks of clinical disease. 


Epidemiology 


Infectious Hepatitis—There are no known geo- 
graphical or climatic limitations to this disease. It 
is ubiquitous, with long-term variations in preva- 
lence resulting in epidemics and pandemics at irreg- 
ular intervals. 

While commonly regarded as a disease of the 
autumn and early winter, it may occur at any time 
under proper conditions. Actually, it would appear 
that the seasonal variations in incidence may be- 
come far less sharp within the same geographical 
area when environmental conditions are altered. A 
classic example of this was the experience of Amer- 
ican troops in Germany, where a large epidemic 
occurred in the winter of 1944-1945, followed by 
greatly diminished seasonal variations during the 
ensuing years of occupation. This endemiologic 
pattern was never adequately explained. A study of 
the duration of residence in Germany before the 
onset of hepatitis showed that it was uncommon for 
American soldiers to contract hepatitis before four 
to five months of residence and that the morbidity 
reached a peak at the end of one year. It is unknown 
whether the prolonged initial delay in acquiring 


VIRAL HEPATITIS—HAVENS 1093 


hepatitis was the result of delay in exposure or in- 
dicated the long incubation period of artificially 
transmitted virus.'” In regard to the latter, it is of 
interest that Evans '' recovered virus from the 
blood of a soldier with hepatitis in Germany that 
produced the disease in volunteers after a moder- 
ately long incubation period. 

In civilian populations, infectious hepatitis is gen- 
erally a disease of children, with the highest attack 
rates in children between 10 and 14 years of age. 
However, it is likely that infection without jaundice 
in young children is far more common than was 
previously suspected. It has been shown to be wide- 
ly prevalent in institutions, particularly for retarded 
children, and it has been suggested that, under such 
circumstances, these children frequently serve as a 
source of infection to the adults. In military groups, 
infectious hepatitis is more common among the 
younger age groups than the older, and it has been 
assumed to be due to increased susceptibility, al- 
though it is entirely possible that differences in 
degree of exposure or other as vet unexplained 
factors may account for this differential. Of partic- 
ular interest has been the possibility that certain 
specific factors related to sex may be of importance 
in morbidity as well as mortality. In support of this 
have been the observations that the incidence is 
considerably higher among girls shortly after men- 
arche, and the mortality considerably greater among 
women beyond the menopause. 

Explosive epidemics are not unusual in civilian 
and military populations. However, slowly develop- 
ing outbreaks occur, with the straggling appearance 
of cases over several months. In family outbreaks, 
the children are frequently the first to become sick 
and apparently serve as sources of infection to the 
adults, with secondary cases occurring two to four 
weeks later. In the military, it is generally believed 
that the continued introduction of susceptible per- 
sons and the wide dissemination of virus by move- 
ment of troops under conditions suitable for trans- 
mission of virus contribute to the maintenance or 
increase of epidemicity. 

Person-to-person contact is doubtless the most 
important way of spread of infectious hepatitis, 
although dramatic examples of water-borne out- 
breaks and presumably food-borne and milk-borne 
outbreaks have been described. The fact that virus 
is present in the feces of patients with the disease 
and may be transmitted experimentally by feeding 
suggests that the fecal-oral route is primarily in- 
volved in transmission. The common association of 
outbreaks with poor sanitation and crowding sup- 
ports this concept. 

The duration of infectivity is not known exactly 
but the evidence suggests that there is, in most 
cases, a relatively short period of infectivity in the 
acute phase of the disease, although some patients 
may be infectious earlier or later. Experimental and 
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epidemiologic evidence also suggests that carriers, 
both sick and healthy, are of great importance in 
the maintenance of virus in nature and the spread 
of disease.” 

The artificial transmission of infectious hepatitis 
doubtless occurs more frequently than is suspected. 
The presence of hepatitis virus in the blood of 
patients, its high degree of resistance to physical 
and chemical agents, its infectivity by parenteral 
inoculation, and the occurrence of hepatitis in vol- 
unteers or patients within a short incubation period 
after receiving blood from proved or presumed 
carriers substantiate this concept. 

The prevention of infectious hepatitis is con- 
cerned with improvement in sanitation, the avoid- 
ance of fecal contamination of food and water, and 
the prohibition of persons who are potentially in- 
fected from acting as food handlers. General con- 
trol measures for other enteric infections should be 
used for patients with the disease. Of particular 
importance are thorough washing and sterilizing 
with heat all needles »nd syringes that come in 
contact with the blood of such patients. Specifically, 
normal human gamma globulin in amounts as small 
as 0.01 ml. per pound of body weight, administered 
intramuscularly, is effective in preventing the dis- 
ease when given up to within six davs before onset. 

Serum Hepatitis.—This disease undoubtedly oc- 
curs wherever humon blood or certain of its prod- 
ucts are used or where p‘renteral penetrations are 
made. Thus, the widespread practice of such pro- 
cedures, the unusual resistance of virus to various 
physical and chemical agents, and the frequency 
and prolonged duration of the carrier state in man 
are important determining factors in its epidemi- 
ology and have contributed to the increase in the 
incidence of henatitis during the past 15 vears. 

Since the occurrence of serum hepatitis is de- 
pendent, according to present arbitrary definition, 
on artificial inoculation, its se sonal incidence jis 
probably closely related to the time of preceding 
inoculation and the concentration of available virus. 

The known coexistence of virus A and virus B in 
the same area suggests the possibility that the re- 
lationship between them is, under certain circum- 
stances, closer than is commonly suspected, al- 
though definite proof of this is not available. More 
than one attempt has been made to relate outbreaks 
of serum hepatitis in certain clinics giving paren- 
teral therapy to epidemics of infectious hepatitis 
that had occurred three to four months previously 
in the same groups.'* This sequence of events and 
the sharp decrease in the incidence of serum hepa- 
titis after the institution of improved techniques for 
the sterilization of syringes and needles have been 
interpreted as being consistent with the hypothesis 
that both types of disease were caused by the same 
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icterogenic agent, with the prolonged incubation 
period of serum hepatitis a result of the parenteral 
route of inoculation. There is, however, insufficient 
evidence at present to support this concept and, 
actually, in contradiction are the results of limited 
experiments in volunteers with one strain of virus A 
that produced hepatitis without significant differ- 
ence in length of incubation period following oral 
and parenteral inoculation.'’ Other explanations of 
the long incubation period of serum hepatitis in- 
clude individual differences in the host and changes 
in environmental conditions affecting the host."* 
However, it can only be said at present that none 
of these speculations has sufficient support to war- 
rant accepting a unitarian concept that implies a 
single strain of hepatitis virus. 

The prolonged period of infectivity in serum 
hepatitis and appreciation of the role of the carrier 
as a Virus reservoir, and therefore important in the 
maintenance of this infection in nature, are well 
established, Of particular interest in this regard is 
the evidence suggesting that hepatitis virus may be 
transmitted by intected mothers to infants in utero.’ 
Vehicles tor the transmission of serum hepatitis in- 
clude whole blood, plasma, dried human serum, 
fibrinogen, thrombin (thromboplastin [placental 
extract] used as activator might contain the virus ), 
Cohn’s fraction 4, and probably packed red blood 
cells. Human albumin and gamma globulin are not 
concerned in its transmission. The importance of 
contaminated instruments, particularly svringes and 
needles, is well illustrated by the occurrence of hepa- 
titis among narcotic addicts and after tattooing; 
among patients receiving vaccinations or therapy for 
syphilis, tuberculosis, and pernicious anemia; and 
in diabetics. Attention has been called to the poten- 
tial danger of transmission by dental manipulations. 

Explosive outbreaks of serum hepatitis may occur 
after the inoculation of a group of persons with 
human blood or certain of its products contami- 
nated with hepatitis virus B. A classic example of 
this was furnished by the experience of U. S. troops 
in World War II with some lots of contaminated 
vellow fever vaccine.'* Of particular importance, 
however, has been the recognition of outbreaks in 
clinics where incompletely sterilized instruments 
were used and where the chances of contamination 
by carriers of virus were frequent. Characteristical- 
ly, these cases appear in a straggling manner 
throughout the year, apparently dependent, in part, 
on the number of available carriers and the degree 
of cleansing and sterilization of equipment. That 
the pattern of such outbreaks might be influenced 
by the parenteral transmission of virus A as well 


V 16 
1957 


Vol. 165, No. 9 


as virus B was suggested by Wewalka,’*® who 
pointed out that certain patients had the onset of 
hepatitis after a short (22 days) or moderately 
prolonged (54 days) incubation period, followed 
by recovery and subsequently by a second attack 
after a long incubation period. This evidence strong- 
ly suggested the coexistence of at least two im- 
munologically distinct icterogenic viruses that in 
this situation had been transmitted parenterally, 
possibly simultaneously. 

The high degree of resistance of hepatitis viruses 
to various physical and chemical agents complicates 
the problem of prevention. Numerous attempts to 
sterilize whole blood or plasma of virus B have 
been made, by the use of ultraviolet light, nitro- 
gen mustard, sulfur mustard, beta-propiolactone, 
and storage at room temperature for six months. 
Although apparent success has been achieved on 
occasion, none of these methods has been proved 
to be effective consistently. However, the evidence 
obtained experimentally and by follow-up studies 
of patients receiving plasma suggests that the use 
of one or more of them probably inactivates virus 
in some degree, holding out the hope that eventually 
it may be possible to reduce the incidence of in- 
tection by the application of one or more of these 
methods. 

Because of the carrier rate and the relative re- 
sistance of hepatitis virus to heat and other physical 
and chemical agents, it has been recommended that 
every parenteral penetration be performed with 
instruments sterilized by boiling in water for 30 
minutes, or with steam under increased pressure (15 
to 20 lb.) for 20 minutes, or with dry heat (180 C 
for one hour). The importance of thorough cleans- 
ing of all instruments before attempts at sterilization 
has been emphasized. Specifically, attempts to pre- 
vent serum hepatitis by the administration of normal 
human immune globulin have had equivocal results 
and, in general, have been unsuccessful. 

Summary 

The known similarities and differences between 
infectious hepatitis and serum hepatitis and their 
causative viruses (A and B) are summarized. Both 
viruses may coexist in the same area, producing 
two forms of hepatitis that are clinically indistin- 
guishable although immunologically distinct. The 
epidemiology of serum hepatitis is often closely 
associated with that of the epidemic disease, and 
the potential confusion that may arise under the 
circumstances of a natural and an artificial way of 
transmission is evident. The solution of many of the 
problems arising from this situation awaits the 
development of specific serologic methods. 
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POSTHEPATITIC CIRRHOSIS 


Oscar D. Ratnoff, M.D., Cleveland 


Acute infectious hepatitis is usually a self-limited 
disease from which the patient makes a complete 
recovery. In a small number of cases, overwhelming 
hepatic injury may lead to death. More commonly, 
convalescence often seems interminable, and in 
many patients a year or more elapses before re- 
covery seems complete. In other instances, after 
what seems an ordinary case of hepatitis, the patient 
goes on to have one form or another of cirrhosis 
of the liver. In most instances, this cirrhosis has 
the characteristics of the postnecrotic variety, but 
the lesion may be indistinguishable from ordinary 
Laennec’s cirrhosis," and even cholangiolitic cir- 
rhosis * has been described. 

The significance of cirrhosis following hepatitis 
is at the moment in a state of considerable con- 
fusion. It is difficult to find the answer to even the 
simplest questions. It seems worthwhile to look at 
some of these questions, and at the reasons that 
thev seem unanswerable. 


Incidence 


To start at the beginning, how often does cir- 
rhosis follow acute hepatitis? One can answer only 
in the vaguest terms. For example, Zieve and his 
associates * found evidence of cirrhosis by biopsy 
in only 1 of 60 individuals who had had hepatitis 
some vears before—an incidence no greater than in 
their controls. Similarly, Post, Gellis, and Linde- 
nauer * noted postnecrotic cirrhosis in 2 of 114 
individuals studied 7 to 60 months after an episode 
of acute hepatitis. Neefe and his collaborators ° 
found no evidence of cirrhosis among any of 271 
persons who had apparently recovered from hepa- 
titis four to eight years before their study. One 
would conclude from such data that cirrhosis had 
little or no relationship to hepatitis, but there is 
considerable evidence to the contrary drawn from 
two types of observations. In the first place, there 
are patients with hepatitis whose illness progresses 
to cirrhosis while they are under observation. And 
secondly, patients with at least one type of cirrhosis 
often give a history of a preceding hepatitis. Thus 
the answer to the question, how often does cirrhosis 
follow hepatitis, is not known, but it is certainly 
more often than chance. 


From the Department of Medicine, Western Reserve University 
School of Medicine and University Hospitals. 

Read in the Symposium on Hepatitis before the Section on Gastro- 
enterology and Proctology at the 106th Annual Meeting of the American 
Medica! Association, New York, June 5, 1957. 


The most common pathogenic factor in 
postnecrotic cirrhosis is an illness which re- 
sembles in all respects acute infectious hepa- 
titis. How often cirrhosis follows hepatitis is 
not known, but there are patients whose ill- 
ness progresses to cirrhosis while they are 
under observation. Furthermore, patients 
with at least one type of cirrhosis often give 
a history of a preceding hepatitis. The patho- 
logical process of postnecrotic cirrhosis con- 
sists of necrosis of liver cells, regeneration of 
hepatic tissue, and the formation of large 
bands of connective tissue which course irreg- 
ularly through the liver. The factors which 
determine whether cirrhosis occurs following 
acute infectious hepatitis, as well as the vari- 
ety of cirrhosis that develops, are all still un- 
known. 


Type of Cirrhosis 


The second question to be raised is what type 
of cirrhosis follows hepatitis. As I have said, the 
most frequent variety is postnecrotic cirrhosis, but 
other types have been described as well. What is 
postnecrotic cirrhosis? In this disease, the patho- 
logical process consists of necrosis of liver cells, 
regeneration of hepatic tissue, and the formation 
of large bands of connective tissue which course 
irregularly through the liver. In some parts of the 
liver, the normal hepatic architecture is preserved. 
This is the lesion which has been called, among other 
names, healed acute yellow atrophy, multilobular 
nodular hyperplasia, coarse nodular cirrhosis, or 
toxic cirrhosis. In contrast, in Laennec’s cirrhosis, 
the liver typically shows a diffuse fibrosis involving 
all the lobules, with disruption of the normal re- 
lationships within the lobules. It is so diffuse that 
every microscopic field appears to be involved in 
the process. Fatty infiltration, a commonplace find- 
ing in Laennec’s cirrhosis, is either absent or mini- 
mal in postnecrotic cirrhosis. 

Is the distinction between postnecrotic and Laen- 
nec’s cirrhosis genuine or specious? In the early 
part of this century, many clinicians considered 
that the two disorders were fundamentally the same, 
a concept fostered by Fiessinger. Current evidence, 
however, suggests that they do represent separate 
pathological processes. If one examines the back- 
ground of patients with postnecrotic cirrhosis, dis- 
tinct differences are noted in comparison with pa- 
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tients with Laennec’s cirrhosis. In the first place, 
Laennec’s cirrhosis occurs at least twice as fre- 
quently in males as in females. In contradistinction, 
in a group of 45 cases of postnecrotic cirrhosis which 
were studied by me in association with Patek,” 
60% of patients were females. The preponderance 
of cases in females has been observed by others. 
Postnecrotic cirrhosis may appear at any age, but 
in general it is more prone to occur earlier in life 
than Laennec’s cirrhosis. 

The most common pathogenic factor in post- 
necrotic cirrhosis is an illness which resembles in 
all respects acute infectious hepatitis. Among the 
45 cases in this series, there were 12 patients in 
whom the initial symptoms of cirrhosis could not 
be distinguished from an attack of acute infec- 
tious hepatitis. Two of these 12 patients had been 
in close contact with individuals with acute hepa- 
titis. A third had been under treatment with arseni- 
cals during the era before adequate precautions 
were taken against the parenteral transmission of 
the virus of hepatitis. In the other nine instances, 
no known contact with hepatitis or exposure to 
known hepatotoxic agents was evident. In addition 
to these 12 patients, there were 6 others who had 
a history of an attack of acute hepatitis 5 to 12 
vears before the clinical onset of cirrhosis. They 
were distinguished from the first group only by the 
fact that there was a latent period between the first 
episode of jaundice and subsequent symptoms. 

The occurrence of a latent period of many years 
between the original hepatitis and the subsequent 
cirrhosis was described some years ago by Cullinan * 
and by Bloomfield.” In contradistinction to post- 
necrotic cirrhosis, only about 6% of patients with 
Laennec’s cirrhosis give a history of jaundice at 
some time prior to the onset of their illness.’ It 
must be emphasized, however, that there is no 
proof that any of the cases of postnecrotic cirrhosis 
resulted from infection with the virus of acute 
infectious hepatitis. Until some microbiologic tech- 
nique is devised which makes it possible to distin- 
guish viral hepatitis from other types of hepatic 
disease, one must always consider the possibility 
that the resemblance between the initial symptoms 
of postnecrotic cirrhosis and the symptoms of acute 
infectious hepatitis is merely a coincidence. 


Influences on the Course of Hepatitis 


The factors which play a role in determining 
whether a patient with hepatitis recovers or his 
condition progresses to cirrhosis are not clear. Al- 
though cirrhosis probably occurs most often after 
severe, protracted, or relapsing hepatitis,’ in some 
cases the initial episode of hepatitis does not appear 
to be exceptionally severe.'' We do not know wheth- 
er constitutional or environmental factors are in- 
volved in the patients who develop cirrhosis, We 
do know that postnecrotic cirrhosis may follow 
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exposure to a number of chemical agents, for exam- 
ple, trinitrotoluene, arsenic, phosphorus, chloro- 
form, carbon tetrachloride, trichloroethylene, cam- 
phor, and most especially cinchophen. Among the 
45 cases of postnecrotic cirrhosis, only 8 were in 
patients who had been exposed to chemicals with 
hepatotoxic properties, and only one of the patients 
had symptoms suggesting acute hepatitis. 

Among chronic alcoholics, Laennec’s cirrhosis is 
by far the most frequent type of cirrhosis which is 
encountered. However, it is of considerable interest 
that 12, or 29%, of the 45 patients with postnecrotic 
cirrhosis admitted the prolonged consumption of 
alcoholic beverages in the vears preceding their 
illness. In view of experimental work on cirrhosis 
in animals, this is not surprising. The administration 
of alcohol to experimental animals does not result 
in hepatic lesions. However, in patients with cir- 
rhosis of the liver, chronic alcoholism is commonly 
accompanied by prolonged dietary inadequacy. Ex- 
perimental animals fed certain deficient diets de- 
velop hepatic necrosis, fatty infiltration of the liver, 
and cirrhosis. 

As Daft, Sebrell, and Lillie,’* Himsworth and 
Glynn,'* and Gyorgy and Goldblatt '* have shown, 
whether one finds fatty infiltration and fibrosis, on 
the one hand, or hepatic necrosis, on the other, de- 
pends upon relatively small differences in the com- 
position of the diet. Experimental fatty infiltration 
and fibrosis resemble Laennec’s cirrhosis, and he- 
patic necrotic lesions may progress to a condition 
resembling postnecrotic cirrhosis. When one con- 
siders the multiplicity of host and environmental 
factors in human cases, it is not surprising that one 
may find one or the other lesion following what 
seem superficially to be identical stresses. Whether 
postnecrotic cirrhosis in these alcoholic patients 
was related to nutritional deficiency, as in the ex- 
perimental animal, or whether these patients were 
more susceptible either to hepatotoxic agents or to 
the virus of hepatitis is not possible to determine. 

The question remains, why do some cases of 
what seems to be hepatitis progress to cirrhosis. 
Is there some inadvertent exposure to a toxic agent 
which alters the course of acute hepatitis? In this 
connection it is of interest to relate the stories of 
lactophenin and Senecio. Lactophenin, which chem- 
ically is a cousin of aspirin, was used as an anti- 
rheumatic agent in Scandinavia. However, lacto- 
phenin had remarkable side-effects.'* More than 
half of the patients who took this drug experienced 
an illness surprisingly like acute infectious hepatitis, 
starting some 9 to 12 days after therapy began. 
They had epigastric pain, nausea, vomiting, fever, 
jaundice, and abnormal urinary excretion of uro- 
bilinogen and bilirubin. Happily, complete recov- 
ery was the rule. Lactophenin itself is not directly 
hepatotoxic for experimental animals. Mirick and 
I gave large quantities of this drug to monkeys and 
rats who seemed not to turn a hair. One is led to 
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wonder whether this drug in some way activates 
a virus latent within many of us so as to produce 
the symptoms of hepatitis. 

By an extension of this logic, can postnecrotic 
cirrhosis result from a combination of events, i. e., 
infection by the virus of acute hepatitis and some 
other host or environmental stimulus? This was 
the chain of logic used by Theiler '* in 1918 to 
explain differences in the severity of hepatitis in 
horses. Theiler had discovered that certain horse 
serums would produce hepatitis when injected into 
other horses. This homologous serum jaundice was 
mild in horses who lived in the laboratory, but was 
severe in those who worked on the South African 
veld. Theiler wondered whether this homologous 
serum jaundice of horses was potentiated, in the 
working horses, by the ingestion of the ragwort or 
Stinking Willie, a plant upon which they grazed 
when more succulent fodder was not available. 
Ragwort is a plant with hepatotoxic properties due 
to its content of a Senecio alkaloid. 

Thus we again face the question as to whether 
the course of hepatitis may be altered by extrane- 
ous factors. This point of view can be illustrated 
by the case of a young woman who has been seen 
over a period of several vears at University Hospitals 
of Cleveland. Severo] months after she was given a 
blood transfusion, she had an attack of what 
seemed to be typical homologous serum jaundice. 
However, the patient never fully recovered and her 
illness has since progressed in the relentless fashion 
of postnecrotic cirrhosis. She has ascites, jaundice, 
and other evidences of chronic hepatic disease. 
The diagnosis of postnecrotic cirrhosis seems 
corroborated by needle biopsy of the liver. Yet 
the pathogenesis of our patient's illness is by no 
means as clear as it was when she was first seen, 
for now we have had the chance to observe that 
she is a chronic alcoholic of considerable stature. 

Other possible influences upon the course of 
hepatitis must be considered. For example, Kunkel 
and Labby '’ thought that too rapid a return to 
activity following acute hepatitis favored the de- 
velopment of cirrhosis and that an intermittent in- 
fection might also be deleterious. 

One may multiply instances of our lack of 
knowledge concerning posthepatitic cirrhosis. Most 
unfortunate of all, we have no knowledge of a really 
rational therapeutic program which will  signifi- 
cantly alter the course of the disease. 


Summary 


I have tried to present some evidence of the state 
of our ignorance concerning the relationship be- 
tween acute infectious hepatitis and cirrhosis. Al- 
though cirrhosis may occasionally follow what 
seems to be acute infectious hepatitis, the factors 
which determine whether cirrhosis occurs and 
which variety of cirrhosis develops are all unknown. 


J.A.M.A., Nov. 2, 1957 


The solution of this problem would seem to await 
the development of adequate means of making a 
definitive diagnosis of viral hepatitis. 
2065 Adelbert Rd. (6). 
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PATHOLOGICAL ANATOMY OF HEPATITIS 


Archie H. Baggenstoss, M.D., Rochester, Minn. 


The great variety of hepatic lesions that occur as 
a result of viral] hepatitis can perhaps be best de- 
scribed in a brief presentation such as this by 
dividing them arbitrarily into four broad groups as 
follows: nonfatal hepatitis with complete healing, 
fulminant hepatitis, subchronic atrophy, and post- 
hepatitic cirrhosis. 


Nonfatal Hepatitis 


Our knowledge of the histopathological features 
of nonfatal hepatitis has been obtained largely by 
needle biopsy.’ This type of hepatitis may be acute, 
persistent, or recurrent. 

Acute Nonfatal Hepatitis—The basic lesion in 
acute nonfatal hepatitis is the result of degeneration 
and necrosis of hepatic cells. This destructive proc- 
ess occurs diffusely in the liver but varies in in- 
tensity throughout the lobule and is apparent for 
the most part by the presence of foci of mononu- 
clear and Kupffer’s cells in which parenchymal 
elements can no longer be seen ( fig. la). In addition 
to focal collections of reticuloendothelial cells, there 
is a diffuse increase in these cells and they frequent- 
ly contain yellow pigment which has been identified 
as lipofuscin. This is interpreted as further evidence 
that necrosis of hepatic cells has occurred. 

The complete and apparently sudden destruction 
and disappearance of the hepatic parenchymal cell 
are characteristic of the behavior of viral hepatitis 
and are quite unlike the more gradual degenerative 
processes, often with an intermediate stage of fatty 
degeneration, which are observed in some varieties 
of toxic hepatitis. Exceptions to the cells in which 
disintegration is apparently rapid are the cells that 
are shrunken and bile-stained and others that appear 
hyalinized and stain deeply with eosin. The latter 
develop later into so-called acidophilic bodies; they 
are the result of hyalinization and shrinkage of the 
cells with ultimate extrusion from the hepatic cell 
plate into the sinusoids or space of Disse (fig. 1b). 
The acidophilic change is accompanied by pyknosis 
and later by disappearance of the nucleus. 

These acidophilic bodies also can be observed in 
other hepatic lesions, such as chronic passive con- 
gestion, obstructive jaundice, and yellow fever, and 
in themselves are not pathognomonic of viral hepa- 
titis. They should not be confused, however, with 
Mallory’s alcoholic hyalin,* which is an entirely 
different and distinct lesion and is found in its 
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The histopathological features of hepatitis 
have been studied in preparations of tissue 
obtained by needle biopsy in nonfatal cases 
and at autopsy in others. The nonfatal forms 
are classified as acute, persistent, or recur- 
rent. The basic lesion is the result of the de- 
generation, necrosis, and disappearance of 
hepatic parenchymal cells; to this are added 
mononuclear cell increase, reticuloendothelial 
proliferation, and regenerative phenomena, 
which alter the lobular pattern but do not 
damage the reticular framework. Healing 
may be complete. The fatal forms include ful- 
minant viral hepatitis, subchronic (subacute) 
atrophy, and posthepatitic cirrhosis. In these 
forms the destruction of parenchyma is fol- 
lowed by regenerative activity so varied in 
extent, duration, distribution, and intensity 
that a wide variety of lesions result. Col- 
lapsed lobules, eccentrically placed vessels, 
and gross deformity by regenerative nodules 
interfere with the normal flow of blood and 
result in an increased flow of lymph. The 
number of lymphatic vessels countable in the 
hepatoduodenal ligament increases, and 
their walls become dilated and hypertrophic. 
These and other types of circulatory disturb- 
ance probably contribute to the progression 
of the cirrhosis in the absence of further in- 
fection. 


typical form practically only in the livers of chronic 
alcoholics. In this connection also should be men- 
tioned the more rarely observed acidophilic cyto- 
plasmic inclusion bodies described by Thaler.’ An- 
other cellular alteration which is more frequently 
observed but which may be an early degenerative 
phenomenon has resulted in cells designated as 
“balloon cells.” * These are markedly enlarged cells 
in which there is a clearing of the cytoplasm which 
is not the result of either glycogen storage or fat 
accumulation, They are sometimes multinucleated 
or reveal mitotic figures. Frequently they occur in 
small groups (fig la). 

Regenerative activity is vigorous and, according 
to Thaler,’ mitotic activity may be observed even 
before there is much evidence of cellular necrosis. 
Regeneration occurs as a result of both mitotic and 
amitotic cell division and is indicated by the large 
numbers of multinucleated cells. The combination 
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of individual cell degeneration, focal necrosis, mono- 
nuclear cell increase, and reticuloendothelial pro- 
liferation, both focal and diffuse, together with the 
regenerative phenomena, leads to pronounced alter- 
ation of the normal lobular pattern of laminas radi- 
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persist the longest in the portal tracts, whereas 
those within the lobule disappear more rapidly. 
Many of the Kupffer cells still contain lipofuscin 
and, according to Smetana," stasis of bile in the 
bile canaliculi often becomes apparent during this 


Fig. 1.—Nonfatal hepatitis: a, section of specimen removed for biopsy 17 days after onset of symptoms; note focal necrosis 
and balloon cells (hematoxylin and eosin, X200); b, biopsy three weeks after onset of symptoms showed focal necrosis and acido- 
philic body (arrow) (hematoxylin and eosin, X200); c, persistent hepatitis, biopsy seven months after first symptoms developed; 
note focal necrosis and lymphocytes in portal space (hematoxylin and eosin, X200). 


ating from a central vein. None of these changes, 
however, appear to damage the reticular framework 
of the lobule, which remains intact. 

The portal tracts are enlarged by 
increased numbers of lymphocytes, 
mononuclear and_ reticuloendothelial 
cells, and a few eosinophilic leuko- 
cytes. This cellular exudate persists 
longer than any of the other altera- 
tions and is probably a reaction to the 
cellular destruction within the lobule, 
since the lympatic drainage is in this 
direction and is apparently greatly in- 
creased in hepatitis.” Dilatation, bile 
stasis, budding, or proliferation of 
interlobular bile ducts does not occur. 
The minute intercellular bile canalic- 
uli, however, often contain bile plugs. 

When the afore-mentioned intra- 
lobular changes, that is, individual 
cell necrosis, focal necrosis with in- 
crease of mononuclear and reticuloen- 
dothelial cells both focal and diffuse, 
and the regenerative phenomena, are 
combined with inflammation of the 
portal zones, the appearance is typical 
of viral hepatitis. 

In the subsiding phase of acute hepatitis the signs 
of cellular damage and inflammation diminish, 
whereas signs of regeneration and restoration of the 
lobule are predominant. The inflammatory cells 


stage. During this stage diagnosis based on biopsy 


is much more difficult and errors occur more fre- 


quently. Gradually, however, the normal appear- 


Fig. 2.-Fulminant hepatitis. At autopsy, nine days after onset of jaundice, 
the liver weighed 830 Gm. 


ance is restored, the exudate in the portal canals 


fades away, the lipofuscin disappears from the 


Kupffer cells, and in uncomplicated cases neither 


scarring nor other signs of previous damage remain. 
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Persistent or Recurrent Nonfatal Viral Hepatitis.— 
The lesions found in persistent or recurrent nonfatal 
viral hepatitis vary considerably. A close correlation 
between the severity of clinical and laboratory find- 
ings on the one hand and the histological changes 
on the other has not been noted. In one group 
of cases the lesions are fundamentally similar to 
those in acute infectious hepatitis except in de- 
gree (fig. lc). Multinucleated cells are frequently 
increased in number. The alterations are some- 
times so slight that they may be overlooked. In 
other cases, however, there may be a slight to 
marked increase in the portal connective tissue 
and an increase in the number of bile ducts 
present. 

Fulminant Viral Hepatitis 


In some cases of viral hepatitis the course is 
extremely rapid, leading to death within 10 days 
or less.” At autopsy in cases of this tvpe the 
liver is found to be very small, sometimes weigh- 
ing in adults as little as 600 Gm. The liver ap- 
pears smooth or wrinkled, and when it is placed 
on the table it flattens out (fig. 2). Because the 
consistency is markedly reduced, the organ can 
be bent in any direction. The color is not distince- 
tive and varies through shades of red, purple, 
and brown. The term “acute yellow atrophy” is 
not descriptive in most of these cases. The cut 
surface frequently has a “nutmeg” pattern, but in 
some areas the lobular architecture is missing and a 
dark-red congested surface has a spleen-like appear- 
ance. In a small number the changes are severer 


in the left lobe. 


Sy ~ % = 


Fig. 3.—Histological appearance in fulminant hepatitis. 
Note almost total loss of hepatic cells with remnants of cho- 
langioles outlining the lobular periphery (hematoxylin and 
eosin, X135). 


Histologically, almost all hepatic cells have been 
destroyed and there is an extensive inflammatory 
reaction (fig. 3). The destruction of hepatic paren- 
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chyma may involve the entire lobule; occasionally, 
however, a narrow band of cells may persist at the 
lobular periphery. The dead cells apparently are 
removed rapidly because only small, hardly recog- 


Fig. 4.—Subchronic atrophy. At autopsy, two months after onset, 
the weight of the liver was 1,135 Gm. Note broad zones of atrophy 
in right lobe and almost total atrophy of left lobe. 


nizable products of cellular disintegration can be 
seen, some of which are engulfed by Kupffer and 
other phagocytic cells. Inflammatory cells have re- 
placed the parenchymal elements and are most 
numerous at the lobular peripheries. Within the 
lobular remnants, inflammation is less prominent 
and inflammatory cells are gradually replaced by 
red blood cells. The exudative cells are generally 
mononuclear forms, reticuloendothelial derivatives, 
plasma cells, and lymphocytes, but as a rule neu- 
trophilic and eosinophilic leukocytes in relatively 
small numbers also are present. The venules, both 
portal and hepatic, generally show evidence of in- 
flammation and there is proliferation of the peri- 
lobular and interlobular ductules. In spite of the 
intense destruction and inflammation, the reticular 
framework of the liver appears intact and varies 
little from that seen in normal livers. 

The foregoing accounts have described briefly 
only the two extremes of hepatic damage resulting 
from viral hepatitis. At one end of the spectrum the 
injury was so mild that complete restoration of the 
hepatic parenchyma took place; at the other end 
the destruction was so severe that death occurred 
within a relatively short time. When, however, the 
injury is too severe for complete restoration to take 
place and not severe enough to cause death within 
a few days, a wide variety of hepatic lesions may 
be observed. Because of the remarkable regenerative 
power of the liver, any lesion produced in viral 
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hepatitis is never static but immediately subject to 
alteration by parenchymal regeneration. In the de- 
scriptions that follow it is the variation in extent, 
duration, distribution, and intensity of this regenera- 
tive power that is largely responsible for the variety 
of lesions encountered. 


2 


Fig. 5.—Subchronic aia Persistent remnants of re- 
generating hepatic cells; surrounding lobules are completely 
destroyed except for bile ducts (hematoxylin and eosin, X25). 


Subchronic (Subacute) Atrophy 


Grossly the pathological picture varies greatly, 
depending on the degree of necrosis, collapse, and 
regeneration, As a rule destruction of parenchyma 
is severer and regeneration less vigorous in the left 
lobe (fig. 4). In other cases the greatest degree of 
destruction may occur near the hilus and may ex- 
tend out toward the periphery in a fan-shaped man- 
ner, with regeneration most prominent at the edges 
of both lobes. Shrunken and atrophic regions alter- 
nate with irregularly outlined green or yellow re- 
gions in which the lobular architecture is preserved 
and with regions of nodular regeneration. 

Histologically, the appearance also varies greatly. 
In regions that appear grossly to have been pre- 
served, foci of acute hepatitis with necrosis of indi- 
vidual cells and focal collections of mononuclear 
cells may be found, whereas in others considerable 
necrosis is revealed. In the collapsed regions only 
ghost lobules remain after almost complete disap- 
pearance of the hepatic cells. The boundaries of the 
lobules in these portions are recognized by the 
persisting and proliferating perilobular ductules or 
cholangioles. When necrosis is not quite so extensive, 
intensive regeneration has resulted in the formation 
of regenerated masses of various sizes and shapes 
(fig. 5) up to several centimeters in diameter. The 
foci of hepatic regeneration are sharply demarcated 
from the surrounding partially collapsed stroma and 
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can be differentiated from ordinary undamaged 
intact lobules by the fact that cells within them 
form laminas two or more cells in thickness and 
are not radially arranged around a central vein.’ The 
new hepatic cells are greater in size, there is varia- 
tion in staining intensity, and many contain granules 
of pigment. The nuclei are often large or multiple. 
Bile thrombi are commonly present in the bile cana- 
liculi. The inflammatory cells are similar to those 
observed in the fulminant form of hepatitis, and 
phagocytic cells containing yellow pigment are 
especially numerous. Inflammation of the walls of 
the veins is not infrequently observed. The reticular 
framework remains intact though it may be con- 
densed in places where lobular collapse has oc- 
curred. 
Posthepatitic Cirrhosis 


A sharp line of distinction cannot be drawn be- 
tween the lesions just discussed (subchronic atrophy, 
subacute diffuse necrosis, or postnecrotic scarring ) 
and so-called posthepatitic cirrhosis. Some of the 
former lesions merge almost imperceptibly into the 
latter condition. For the purposes of this report, 
however, posthepatitic cirrhosis includes only those 
cases in which regeneration was more extensive than 
necrosis and in which regeneration was predomi- 
nantly nodular; that is, the regenerative process did 
not produce lobules with normal vascular relation- 
ship but nodules without central veins or with veins 
that were extremely eccentric.* 


Fig. 6.—Posthepatitic cirrhosis. Lobar type. Weight of 
liver, 710 Gm. Note large regenerating masses and atrophy 
of left lobe. Death occurred seven months after onset of 
hepatitis. 


Gross Appearance.—On the basis of macroscopic 
appearance, Stauffer and 1° classified our cases of 
posthepatitic cirrhosis into three groups, namely, 
lobar, nodular, and granular. 
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In the lobar group, the nodules of regeneration 
were extremely large, the normal contour of the 
liver being destroyed by huge isolated nodules, 
some of which were the size of hepatic lobes (fig. 6). 
These large regenerative nodules were separated 
from each other by deep indentations or by broad 
zones of atrophy. They were located usually at the 
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Histological Appearance: Lobar and Nodular 
Types.—Sections taken from the regions of nodular 
regeneration varied considerably in architectural 
pattern and in the relation of the afferent and effer- 
ent veins to the hepatic parenchyma." In sections 
taken from some of the large nodules of regenera- 


Fig. 7.—Posthepatitic cirrhosis: a, nodular type; weight of liver, 1,395 Gm.; cut surface shows regenerative nodules with 
distortion of veins; death occurred two and a half years after onset of hepatitis; b, nodular type; note distortion of veins by 


regenerative nodules (hematoxylin and eosin, X12). 


periphery of the right or left lobe or were limited 
almost entirely to the right lobe. The livers in this 
group were reduced greatly in size and weight. 

In the second group, which included most of the 
cases, the regenerative nodules were not so large 
and were distributed more diffusely throughout the 
liver (fig. 7a). Although the nodules were separated 
by zones of atrophy, the zones were not so broad 
and extensive as were those in the lobar group. 
The diameter of the nodules varied from 5 mm. to 
2 cm, or more. They were generally yellow or green, 
and the intervening atrophic zones were usually red 
or gray. The regenerative nodules in both this and 
the former group revealed many instances of gross 
distortion of the hepatic and portal veins by small 
and large nodules (fig. 7a). The venous distortion 
was severest in those cases in which the regenera- 
tive nodules were most numerous and close _to- 
gether. Thus, venous distortion was greatest when 
regenerative activity had been most vigorous. These 
livers also were reduced greatly in size and weight. 

In the third group of cases, the livers were finely 
nodular or granular. The regenerative nodules in 
these cases were small, the greatest diameter gen- 
erally being 0.5 cm. or less (fig. 8). In some cases 
the nodules were separated widely by broad atroph- 
ic zones; in others they were close together with 
correspondingly narrow atrophic zones. 


served, insofar as the relationship of the central 
veins and portal tracts to each other and to the 
hepatic parenchyma was concerned. These large 


Fig. 8.—Posthepatitic cirrhosis. Granular type. Weight of 
liver, 1,163 Gm. Death occurred four months after onset of 
hepatitis. 


nodules contained many central veins and _ portal 
tracts, indicating that they were multilobular in 
origin. The portal tracts in some instances were 
wider than normal and contained increased num- 
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bers of lymphocytes, phagocytes, bile ducts, and 
connective-tissue fibers. The regions around the 
central veins often showed evidence of passive con- 
gestion and atrophy. In other instances, however, 
the portal tracts appeared extremely small, with 
diminutive blood vessels and tiny bile ducts sur- 
rounded by an exceedingly scanty fibrous stroma. 
Also, these hepatic lobules frequently appeared to 
be much larger than normal, with wide stretches 
of hepatic parenchyma separating the afferent and 
efferent vessels. 

In other large nodules, however, the architectural 
pattern was altogether different, in that the nodule 
was made up of composite groups of hepatic cells 
in which the normal relationship between portal 
tracts and central veins was lost (fig. 7b). In these 
groups of proliferating cells, the central vein often 
could not be located or, if found, it was eccentric 
and in close proximity to the portal tracts. These 
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orientation to the central vein. The old framework 
of sinusoids and reticular fibers had collapsed and 
had been pushed toward the periphery by the new 
centrifugal growth of hepatic cells. 

By a process of condensation, the old framework 
became scar tissue. According to this concept, the 
fibrous tissue in cirrhosis represents, to a large ex- 
tent, the accumulated skeletons of previously de- 
stroyed lobules that have been pushed aside by 
the vigorous regeneration of hepatic cells. Because 
of the eccentricity of the position and proliferation 
of these hepatic cells, the central vein comes in time 
to occupy a position toward the periphery of this 
new nodule or pseudolobule. 

Histological Appearance: Granular Type.—In 
about half of the granular livers, the regenerative 
nodules appeared to have achieved as nearly com- 
plete development as possible within the bounds of 
the surrounding collapsed stroma (fig. 9a). A cer- 


Fig. 9.—Granular type of posthepatitic cirrhosis: a, regenerative Laennec’s cirrhosis 
(hematoxylin and eosin, X100); b, small incompletely developed regenerative nodules (hematoxylin and eosin, X65.) 


groups of regenerating hepatic cells, which, when 
found in large aggregates, made up some of the 
large nodules of the lobar and nodular groups of 
livers, also were observed as smal] solitary collec- 
tions in the granular livers (fig. 9). Because they 
fail to restore the normal architectural pattern, they 
no longer can be designated as “lobules” but per- 
haps are designated better as “regenerative nodules.” 

The regenerative nodules in many of the livers 
were not completely formed and, from evidence of 
cellular regeneration, they appeared to be actively 
enlarging. Individual hepatic cells were frequently 
multinucleated and often they were unusually large 
and contained bizarre, hyperchromatic, and giant 
nuclei, The cellular proliferation produced laminas 
that were two cells or more in thickness and was ac- 
companied by the production of a new reticular and 
sinusoidal framework that did not have the usual 


tain balance apparently had been achieved between 
the dynamic expanding growth of the nodule and 
the passive, yielding, but ultimately compressed 
stroma that represented the collapsed framework, 
ducts, and vessels of previously destroyed lobules 
or portions of lobules. The gross and histological 
features in these granular livers were identical with 
those observed in so-called alcoholic, or Laennec’s, 
cirrhosis. 

In the remaining livers of the granular group, 
hepatitis was still active, with continuing destruction 
of hepatic cells and relatively broad zones of atro- 
phy between tiny and incompletely developed re- 
generative nodules (fig 9b). Inflammation of veins 
was generally present, whereas infiltration with fat 
was mild or absent. Consequently, although these 
livers were grossly granular, they did not present 
the histological characteristics of alcoholic cirrhosis. 
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Changes in Stroma.—The atrophic internodular 
regions presented a variable histological appearance, 
dependent to a large extent on the elapse of time 
since the acute attack. If the disease was of rela- 
tively short duration, sections of the internodular 
zones revealed large numbers of bile ducts and 
ductules, lymphocytes and plasma cells, and small- 
er numbers of polymorphonuclear cells, in addition 
to vessels. Branches of the portal or hepatic veins 
often revealed evidence of mild inflammation, as 
indicated by the presence of lymphocytes in their 
wall. Most of the connective tissue in these atrophic 
internodular zones consisted of the remnants of the 
collapsed reticulum of previously destroyed lobules. 
Formation of new connective tissue, as indicated by 
the presence of fibroblasts and collagenous fibrils, 
appeared to be minimal in most of these livers. In 
disease of longer duration, there was evidence of 
compression of the internodular stroma by the 
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the compression not to fibrous connective tissue but 
to growth of the regenerative nodule. This work 
has been confirmed by Popper and associates.'? 
Another method, namely, the vascular injection of 
vinyl acetate and subsequent corrosion of the in- 
jected specimen, was used at the clinic by Mann and 
co-workers.'* It also illustrated the distortion of the 
vascular bed by the regenerative nodules. The ex- 
panding growth of the regenerative nodule com- 
presses the surrounding vessels into a basket-like 
network. It was not possible by this method to 
demonstrate shunts between radicles of the hepatic 
artery and vein; however, shunts between the portal 
vein and the hepatic vein were relatively easy to 
demonstrate and emphasized the fact that the re- 
generative nodules are at a definite circulatory dis- 
advantage with regard to perfusion by portal blood. 
This may be a partial explanation of the frequently 
seen ischemic necrosis in regenerative nodules. The 


Fig. 10.—Lymphatic vessels at hilus of liver: a, lymphatic vessels in a man who died suddenly of a head injury; total num- 
ber was 19 (hematoxylin and eosin, X32); b, lymphatic vessels in a case of subacute viral hepatitis; total number was 75; note 
large size of vessels (hematoxylin and eosin, X32); c, lymphatic vessels in a case of posthepatitic cirrhosis; total number was 
100; note large size and thick walls (hematoxylin and eosin, X32). 


growth of the regenerative nodules, and transforma- 
tion of some reticular fibers into thicker collagenous 
fibrils appeared to have taken place. 

Changes in Blood Vessels.—Of particular interest 
in this dynamic process of destruction and repair 
is the fate of the preexisting vessels. I already have 
called attention to the gross and microscopic dis- 
tortion of the portal and hepatic venous radicles 
produced by the nodules of regeneration. In order 
to study this process in greater detail, Kelty and 
co-workers '' made a glass-plate reconstruction of 
serial sections taken from a liver that was the site 
of postnecrotic cirrhosis. From this glass-plate re- 
construction, it was possible to make a wax model 
that clearly demonstrated the compression and dis- 
tortion of radicles of the hepatic veins and related 


imperfect blood supply of the regenerative nodule 
also may explain in part the progressive nature of 
cirrhosis and the functional failure that occasionally 
develops long after the viral infection itself has 
disappeared. 

The lesions of postnecrotic or multilobular cir- 
rhosis provided ideal material for the demonstration 
that distortion of vessels unquestionably occurs in 
this variety of cirrhosis. The principle illustrated 
by this phenomenon has a much broader applica- 
tion, however. The observations of my colleagues 
and me“ suggested that the same distortion which 
we demonstrated in vessels large enough to follow 
in serial-section reconstructions and vascular- 
injection and corrosion methods also occurs to each 
tiny central vein in alcoholic cirrhosis. It is probable, 
from the hemodynamic point of view, that the com- 
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pression of the sinusoidal bed and the distortion of 
the myriads of central veins which occur when re- 
generative nodules replace destroyed lobules are 
of much greater importance in the pathogenesis of 
portal hypertension than is the distortion of larger 
vessels. The destruction and distortion of the vascu- 
lar tree at the termination and at the beginning of 
the portal and hepatic-venous systems, respectively, 
are believed to be of great significance in the de- 
velopment of portal hypertension. 

Effects of Cirrhosis on Hepatic Lymphatic Ves- 
sels.—In addition to studying the effects of posthepa- 
titic cirrhosis on the capillary and venous bed and 
its relation to portal hypertension, my associates 
and I also have been concerned with the effects of 
cirrhosis on the lymphatic vessels, particularly in 
relation to the presence or absence of ascites.” It is 
notoriously difficult to study or even locate the 
lymphatic vessels in either normal or diseased livers. 
It has been shown, however, that the deep lymphatic 
vessels of the liver follow the course of the portal 
veins and bile ducts and drain toward the hilus of 
the liver, and it is considered generally that the 
predominant flow of lymph from the liver is in this 
direction. Consequently, Cain and I° considered 
that a study of the lymphatics at the hilus of the 
liver might give some information regarding dis- 
turbances of flow of lymph within this organ. 

In order to obtain an idea of the variations to be 
expected in number and size of lymphatic vessels, 
cross sections of the hepatoduodenal ligament were 
studied in 100 consecutive routine autopsies in 
which ascites was absent. The mean number of 
vessels was 34. 

A fairly good idea of the normal perhaps can be 
obtained from observations in two cases in which 
death occurred accidentally and in which disease 
processes were not observed during life or at 
autopsy. A 33-year-cld man died of cerebral hem- 
orrhage shortly after a blow on the head during a 
fight, and a 54-year-old woman drowned. The lym- 
phatic vessels in these two cases were small and 
numbered 19 and 33 respectively (fig. 10a). It is 
interesting to compare these with obviously ab- 
normal lymphatic vessels in a case of subacute viral 
hepatitis; 75 lymphatic vessels were present and 
they were remarkably dilated, containing large num- 
bers of inflammatory cells in the lumens (fig. 10D). 

We have now studied the lymphatic vessels in 
15 cases of postnecrotic cirrhosis with ascites, and 
in all but 2 cirrhosis was posthepatitic in origin. The 
mean number of lymphatic vessels in cross sections 
of the hepatoduodenal ligament at the hilus of the 
liver in these cases was 62. The lymphatic vessels 
in a case of posthepatitic cirrhosis are illustrated in 
figure 10c. Dilatation and hypertrophy of the walls 
of the lymphatic vessels are apparent. 

The significance of these observations is not yet 
clear and the studies are being extended. However, 
it appears that the lymphatic vessels draining the 


J.A.M.A., Nov. 2, 1957 


liver are greatly increased in size and number in 
voth viral hepatitis and cirrhosis. The additional 
vessels probably represent the opening of potential 
channels that were not seen in the control sections 
at the magnification used. Their presence probably 
reflects a great increase in the formation of hepatic 
lymph in these conditions, thus corroborating ex- 
perimental studies on hepatic Ivmph in injury and 
cirrhosis of the liver in animals.'* The increased 
lymphatic drainage in viral hepatitis probably re- 
sults from destruction of tissue and sinusoidal dam- 
age; venous stasis and portal hypertension '* prob- 
ably also play a part in posthepatitic cirrhosis. 


Summary and Conclusions 


Injury to the liver due to viral hepatitis may vary 
in form from minor lesions which can hardly be 
perceived histologically to massively destructive 
lesions which cause death in a few days. Fortunate- 
lv, in most cases of viral hepatitis, the damage, even 
if severe, is not permanent, In the vast majority of 
cases the vigorous regenerative power of the liver 
results in reconstruction of the normal lobular pat- 
tern. Occasionally, however, the damage may be 
so extensive that complete restoration of the pre- 
existing structure is impossible. When death does 
not occur during this acute phase, variable amounts 
of parenchymal regeneration take place. Because re- 
generation under these conditions is usually nodular 
rather than intralobular, the normal vascular ar- 
rangement is altered profoundly, with severe com- 
pression and distortion of the small veins and the 
capillary bed. This leads to interference with both 
portal and hepatic venous flow, which probably is 
an important factor in the development of portal 
hypertension. The development of intrahepatic 
shunts between the portal radicles and the hepatic 
veins places the regenerative nodule in a precarious 
position with regard to adequate circulation and 
may contribute to the progression of the cirrhosis 
in the absence of further viral infection. 

Both viral hepatitis and posthepatitic cirrhosis 
are associated with pronounced increase in the 
size and number of lymphatic vessels draining the 
liver. Destruction of tissue and capillary drainage 
in viral hepatitis are probably responsible for in- 
creased formation of lymph, whereas venous stasis 
and portal hypertension probably are additional fac- 
tors of impcrtance in posthepatitic cirrhosis. 
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MANAGEMENT OF SOMATIC COMPLICATIONS IN 
PSYCHIATRIC PATIENTS 


Jack Meislin, M.D., Montrose, N. Y. 


“ven though 54% (750,000) of the hospital beds 
in the United States are occupied by psychiatric pa- 
tients, there have been few comprehensive studies of 
somatic pathology in the mentally ill. In general, 
these patients are subject to the same physical 
diseases that occur in the nonpsvchiatric population 
(a notable exception, in my experience, has been 
the rare incidence of rheumatoid arthritis in schizo- 
phrenics ). Extensive use of tranquilizing drugs in 
the last few years has produced occasional compli- 
cations. In this presentation, however, | am prima- 
rily interested in certain somatic conditions which 
are usually consequences of abnormal behavior and 
which can be effectively treated by physical agents. 

With greater emphasis upon the establishment of 
psychiatric pavilions in general hospitals, the staft 
physiatrist finds himself increasingly confronted 
with medical problems in the mentally ill. The spe- 
cialist in physical medicine should also be qualified 
to act as consultant to the professional staff of our 
psychiatric hospitals. While the procedures that are 
used in the treatment of general medical prob- 
lems of the mentally ill in a physical medicine and 
rehabilitation department are not unique, it is im- 
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Modern drugs have made the psychotic 
patient more amenable to treatment not only 
for his mental illness but also for coincident 
somatic disease. The author’s experiences 
have shown that some otherwise negativistic 
patients respond to various forms of physical 
therapy. This includes the active and passive 
forms of therapeutic exercise, which have 
sometimes had strikingly beneficial effects. 
These are well illustrated in cases of cata- 
tonia in which patients frequently develop 
edema, contractures, and epidermophytosis 
as a result of prolonged immobility in pecu- 
liar postures. Physiatrists should not avoid 
contact with psychiatric patients. A favor- 
able relationship can generally be estab- 
lished, and the foremost requirement is 
judicious patience. It is helpful to have the 
patient observe the treatment being applied 
to other patients. With rare exceptions, 
psychiatric patients with somatic ailments 
can be treated successfully. 


portant that the physician be familiar with the exist- 
ence and the therapeutic approach to those con- 
ditions which can be considered as “prevalent” in 
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these patients. Furthermore, the success of the ther- 
apeutic program in such situations frequently de- 
pends upon the art and science of interpersonal 
relationships, It is the purpose of this paper to 
discuss briefly the management of some of these so- 
matic complications as well as the attitudinal ap- 
proach to the patients themselves. 


Somatic Complications 


Thanks to modern therapies and drugs which 
have supplemented materially the armamentarium 
of the psychiatrist during the last decade, there has 
been an extraordinary change in the picture pre- 
sented by the acutely ill psychotic patient. Never- 
theless, we still observe aberrant behavior in these 
patients, frequently exhibited in stereotyped postural 
patterns. As a result of habitual prolonged immobile 
upright stance and general inactivity these patients 
often develop static edema of the feet. In some 
instances the edema is complicated by superimposed 
dermatitis and cellulitis. While under normal cir- 
cumstances it may be difficult to treat this condition, 
it becomes even more so in the regressed negativis- 
tic patients, basically because they refuse to carry 
out prescribed active exercises to improve their 
peripheral circulation. We have found that these 
same patients will readily accept activities of a 
passive nature such as riding a motor-driven bicycle. 
The results of this therapy have been gratifving, 
and at times dramatically so. 

An illustrative case is that of a man, aged 60, who 
suffered from edema and dermatitis of both legs 
This condition had persisted for about 10 years. 
The left leg was much more severely involved, The 
patient had been treated with numerous dermato- 
logical preparations but, except for occasional brief 
periods of partial decrease of edema, there was no 
significant improvement. When the patient was 
referred to the physical medicine department. the 
size of the left leg was about twice its normal size. 

After two months of daily passive exercises on a 
motorized bicycle, the change was so marked as to 
cause the ward physician to record the following 
progress note: “The clearing of his chronic eczema. 
edema, periodic cellulitis, and exfoliation is phe- 
nomenal , the intractable cellulitis, thrombo- 
phlebitis, and stasis edema which have character- 
ized the patient’s clinical course over a long period 
of time have completely subsided.” 

Another, perhaps not as frequent but much more 
serious, complication due to poor postural attitudes 
is the development of contractures of the hands 
which occur predominantly in catatonic schizo- 
phrenic patients because of their characteristic posi- 
tion of body flexion with fists tightly clenched. This 
postural configuration has been interpreted by some 
psychoanalysts as an unconscious wish to return to 
the protective environment of mother’s womb. Al- 
though definitive therapy has not been completely 
satisfactory, considerable improvement has occurred 
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after the use of a combination of ultrasound therapy, 
stretching, exercises, and immobilizing techniques.’ 
It is the primary responsibility of the physiatrist, 
however, to educate the psychiatric staff as to the 
importance of preventing this condition through 
organized programs of exercises and activity partic- 
ipation. 

A condition still seen occasionally in closed psy- 
chiatric wards is ecchymosis and edema of periorbi- 
tal tissues (the ordinary “black eye”). Because of 
the discomfort due to pain and the effect of the 
cosmetic appearance upon the patients. personnel, 
and particularly relatives, it is desirable to treat 
this condition promptly. Physiatrists and physical 
therapists working in psychiatric hospitals are famil- 
iar with the effectiveness of galvanic current in ac- 
celerating the absorption of the extravasated blood. 
The occurrence of ecchymosis may be prevented if 
this treatment is applied within 15 or 20 minutes 
after injury.” Positive galvanism is used to com- 
fortable tolerance of the patient if he is in good 
enough contact with reality to report excessive cur- 
rent irritation, The usual dosage ranges between 
5 and § ma. for 20 minutes twice daily, | have used 
this treatment for about 12 years and have found it 
highly satisfactory. It achieves the desired effect 
within days as compared to weeks in untreated 
cases. This method of treatment of ecchymosis of 
the eve and of other tissues deserves more attention 
than it has received, 

Another condition prevalent among the hospital- 
ized psychiatric population is epidermophytosis of 
the toes, or “athlete's foot.” This is not surprising, 
in view of the failure of these patients to follow 
proper sanitary practices and to complain about 
their discomfort. The use of potassium permanga- 
nate soaks prescribed by many physicians is not 
desirable on a psychiatric service because of need 
of special supervision due to the toxicity of the 
solution and to the staining of linen. Cupric (copper) 
sulfate iontophoresis is, in our experience, the most 
effective treatment for this type of infection. A 1% 
solution is used three times weekly and usually for 
three or four weeks. Good results have been ob- 
tained even in severe cases which stubbornly resist- 
ed other medical treatment. 

The physiatrist is called upon to assist in special 
problems of differential diagnosis between nerve 
lesions and the paralyses of symbolic psychogenic 
(hysterical) origin which occur among neuropsy- 
chiatric patients. Electrodiagnosis is very helpful in 
such cases. More difficult, sometimes, is the differ- 
entiation between severe hysteria and the inert be- 
havior of a regressed schizophrenic. However, re- 
gardless of the diagnosis, the physiatrist has the 
responsibility of maintaining muscle tone and of 
preventing atrophy of disuse as well as the develop- 
ment of contractures. Various physical modalities 
may be required to achieve this, e. g., eflleurage, 
passive range of motion, and motorized equipment. 
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It is even possible to have the patient participate in 
active and resistive exercises when, under the in- 
fluence of certain drugs such as intravenous therapy 
with amobarbital (Amytal ) sodium, he is able to do 
so temporarily. 

I recall a patient whose psychosis prevented him 
from voluntary participation in even the basic ac- 
tivities of daily living. Although not “physically” 
disabled he was completely bedridden. For many 
months we persisted in treating him on a sustaining 
basis to prevent the complications mentioned above. 
Although at the time the prognosis appeared to be 
hopeless, our efforts were well compensated when 
the patient eventually walked out of the hospital 
under his own power instead of in a wheel chair. 
This remarkable recovery was not due to any drugs 
or shock therapies but to an intensive psychothera- 
peutic relationship with a female physician who 
utilized the principles of Rosen’s direct approach 
technique.** 

Attitudinal Approach 


In the proper care of his patients, the physician 
utilizes not only his technical knowledge but also 
his skill in interpersonal relationships. The latter 
becomes especially significant when one is dealing 
with the mentally ill.” 

Many physiatrists tend to avoid contact with 
psychiatric patients, especially the psychotics. They 
are unaware, perhaps, that the negativistic dis- 
turbed mental patient frequently becomes coopera- 
tive and amenable to treatment when physically ill. 
In many cases, successful treatment depends upon 
the proper attitude of the physician and therapist 
to the patient. The concept of a specific approach 
has been explored in the psychiatric literature and 
was specially emphasized by the Menninger school, 
which refers to it as “attitude therapy.” This, how- 
ever, necessitates a thorough understanding of the 
psychodynamics of the individual patient and would 
probably be beyond the scope of the average physi- 
atrist. There are, however, some principles in a 
therapeutic relationship with mental patients the 
knowledge of which can be helpful to the physician. 
Perhaps the foremost requirement in such a rela- 
tionship is merely judicious patience. There is a 
strong compulsion to send the resisting patient back 
to his ward with a note that he cannot be treated 
because of noncooperation, With rare exceptions 
these patients can be treated successfully. Some- 
times it is necessary to allow them to remain in the 
clinic during their first visits while no direct attempt 
is made to administer treatment. A favorable rela- 
tionship with such a patient can be more easily 
established by avoiding all reference to the thera- 
peutic procedure. When this is accomplished, the 
patient will usually allow the therapist to carry out 
the indicated prescription. It is also helpful to have 
the patient observe the treatment applied to other 
patients in the clinic. Very often an investment of 
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a few minutes of the physician’s time talking to the 
patient may pay gratifying dividends in terms of 
the patient’s change of behavior, If a patient reacts 
with a tirade and hostility when a specific subject 
is mentioned, it is best to change the topic immedi- 
ately and to direct his attention to other matters. 

Not too long ago we were asked to treat a 60- 
year-old patient with chronic brain disease who had 
been confined to bed or wheel chair for months be- 
cause of an acquired deformity of the feet. Any 
attempt to approach the patient had been met with 
a violent explosion of choice epithets. One of our 
physical therapists was able, over a period of time, 
to establish a good relationship with the patient, 
who became most cooperative and allowed himself 
to be treated with resultant marked improvement. 
Furthermore, this relationship was highly instru- 
mental in reversing his aggressive behavior pattern. 

It is not often that the patient’s delusional ideas 
are referrable to clinical apparatus. When the para- 
noid patient expresses such ideation, the uninitiated 
therapist may seek to disprove it by offering argu- 
ments of indisputable logical validity. Needless to 
say, this approach will serve no purpose whatever 
except to make matters worse. It is sometimes nec- 
essary to offer a substitute modality, at least until 
such time as the therapist-patient relationship may 
serve to modify the patient’s suspicions. 

Consideration of safe dosage presents a special 
problem in the treatment of psychotic patients. The 
subjective tolerance of the patient may not be a 
satisfactory guide. Treatments, therefore, must be 
often given within ranges known to be reasonably 
safe. Paradoxically, caution must be exercised even 
with patients in good contact with reality. I recall 
one young man who in the course of treatment 
received an electrical burn of the nose. When the 
therapist asked the patient why he did not report 
the discomfort, the reply was, “Il thought the hotter 
it telt the better!” 

Summary 


In spite of the fact that mental patients occupy 
more hospital beds than all other patients com- 
bined, comparatively little attention has been paid 
in the literature to somatic diseases in these patients. 
As a general rule, the physical ailments of the pa- 
tients in psychiatric hospitals do not present any 
unique variations. Some of these conditions should 
be of special interest to the physiatrist because they 
can be considered as “prevalent” in psychiatric pa- 
tients and because they respond to treatment by 
physical agents. Postural contractures of the fingers, 
static edema of the feet, epidermophytosis of the 
toes, ecchymosis of periorbital tissues, and atrophy 
of disuse are some of the somatic complications we 
trequently see in hospitalized psychiatric patients. 

Even acutely ill mental patients are in most 
instances amenable to treatment of their somatic 
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complications, provided a proper attitudinal ap- 
proach is exercised, With increasing integration of 
psychiatric services in general medical hospitals the 
physiatrist is more frequently faced with requests 
for treatment of somatic conditions in the mentally 
ill. The specialist in physical medicine should be 
familiar with some of the problems involved and 
their management. 


38 Revere Rd., Ardsley, N. Y. 
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EXPLAINING TO THE PATIENT 


A THERAPEUTIC TOOL AND A PROFESSIONAL OBLIGATION 


A. Carlton Ernstene, M.D., Cleveland 


Standard textbooks of medicine supply excellent 
articles on recognized diseases, but with rare excep- 
tions the discussions fail to include one feature of 
paramount importance. No mention is made of the 
need for explaining to the patient the nature of his 
problem, the mechanism and significance of his 
symptoms, and the course the illness may be ex- 
pected to follow. This omission is unfortunate be- 
cause, with present-day concentration on pathologic 
physiology in our medical schools, the subject also 
receives little or no attention in clinical teaching. 
As a consequence it may be several years after grad- 
uation before a young internist appreciates all that 
can be accomplished by sufficiently detailed in- 
struction of those under his care. There are two 
principal reasons why an explanation along the 
lines indicated is indispensable. In the first place, it 
is, in many illnesses, a therapeutic tool of basic im- 
portance. Secondly, it is one of the best available 
ways to show personal concern for the patient's wel- 
fare and therefore a most effective method for main- 
taining public support of our free enterprise system 
of medicine. 


Explanation as a Therapeutic Tool 


There are many diseases in which the difference 
between a satisfactory and a poor therapeutic result 
‘is determined by the care with which the patient 
carries out the recommended program of treatment. 
Attention to details may gain years of comfortable 
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Perhaps the commonest criticism of the 
physician of today is a seeming lack of 
sympathetic interest in his patients. The 
public is cognizant of the advantages of 
scientific diagnosis and treatment, but it 
takes these more and more for granted and 
desires in addition personal attention com- 
parable to that given by the family doctor 
of the past. Because there is a desire in 
each of us to be recognized as an indi- 
vidual, no one enjoys being looked upon 
solely as an example of a particular disease 
or syndrome. Furthermore, people come to 
their doctors because of concern about their 
symptoms, and their anxiety is seldom 
allayed unless the physician takes the time 
to hear the complete story, perform an 
examination, and then explain the illness 
and its general prognosis. The aim of the 
physician always should be to include in 
every consultation as much practical informa- 
tion as may be of use to the patient. 


and productive life, and whether or not a person 
cooperates to the extent required usually depends 
on whether or not he understands the need for the 
measures advised. Among the many disorders to 
which these statements apply are coronary heart dis- 
ease, congestive heart failure, persistent atrial fibril- 
lation or flutter, pulmonary tuberculosis, emphysema 
of the lungs, diabetes mellitus, myxedema, gout, and 
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Addisonian pernicious anemia. In psychosomatic 
problems also, and in much of preventive medi- 
cine, proper instruction of the patient is of essential 
importance, There is not time to discuss the role 
of explanation in all of these conditions, but I should 
like to review a few examples. 

Angina Pectoris.—There is no statistical evidence 
that the prognosis of angina pectoris is affected 
significantly by drug therapy. Treatment, therefore, 
is directed principally toward protecting the patient 
from habits, activities, and emotional situations 
which increase the hazards of the syndrome. In the 
effort to accomplish this, chief reliance is placed 
on informing the person as fully as possible concern- 
ing his illness. This requires thorough discussion of 
the pathogenesis of the symptoms and detailed in- 
struction concerning the mode of action of the vari- 
ous factors which may induce attacks, Reasons 
should be given for weight reduction in overweight 
persons, avoidance of overeating, resting after meals, 
and abstaining from tobacco. The possible aggravat- 
ing effects of cold weather should be pointed out, 
and snow shoveling in particular must be prohib- 
ited. Emphasis is placed on the importance of avoid- 
ing the seizures, but at the same time reasonable 
assurance is given as to the patient’s relative safety 
so long as he remains free from pain. Mention also 
should be made of the possibility that with time an 
effective collateral circulation may develop and 
bring with it an appreciable improvement in exer- 
cise capacity. A talk along these lines places the 
problem in its true light and often greatly reduces 
the patient’s apprehension. This in turn may result 
in a considerable diminution in the frequency of the 
attacks. 

Every person who has angina pectoris should be 
instructed to stop all activities and stand still upon 
the first appearance of symptoms and to take a tab- 
let of glyceryl trinitrate (nitroglycerin ) sublingually 
if rest alone does not give prompt relief. An occa- 
sional patient hesitates to employ this drug either 
because it causes unpleasant symptoms or because 
of a mistaken idea that it may have injurious effects. 
The first of these objections can be forestalled by a 
brief description of the possible side-effects, with 
stress on their harmlessness, and the second can be 
overcome by assurance that the repeated use of the 
preparation is not detrimental in any way. A re- 
minder should be given, however, that even though 
glyceryl trinitrate is not harmful a person is not 
thereby excused from exercising every possible pre- 
caution to avoid attacks. 

Myocardial Insufficiency and Congestive Heart 
Failure.—Explanation to the patient also is of pri- 
mary importance in the treatment of congestive heart 
failure and other states of impaired myocardial re- 
serve. Regardless of the type of underlying heart dis- 
ease there must be careful instruction in the nature 
of the problem and the principles of long-term man- 
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agement if the best possible results are to be ob- 
tained. The general concept of myocardial reserve 
and the significance of dyspnea and other symptoms 
should be reviewed in understanding terms. One 
of the commonest reasons for recurrences of cardiac 
decompensation is failure on the part of the patient 
to observe the necessary degree of sodium restric- 
tion in the diet. A simple discussion of the role of 
sodium in water retention wil] usually insure against 
lapses of this kind. Certain people object to taking 
digitalis because they erroneously regard it as 
a heart stimulant employed only late in the course 
of cardiac disease, and there are others who, 
contrary to directions, will discontinue its use after 
having been restored to a state of comfort. These 
errors can be prevented by a brief description of 
the effects of the drug on the efficiency of the myo- 
cardium and, in atrial fibrillation, on the ventricular 
rate. « 

Psychosomatic Disorders.—In persons suffering 
from nervous tension or anxiety an explanation of 
the mechanism of the symptoms may result in great 
improvement even though the underlying source 
of tension cannot at the moment be identified or 
corrected. A common problem for general practi- 
tioners, internists, and cardiologists is that of stick- 
ing or aching precordial pain which has been diag- 
nosed by the patient or by a hurried physician 
as due to angina pectoris. The exact mechanism of 
the discomfort is not known, but that it is not evi- 
dence of organic heart disease is well established. 
The pain is not retrosternal in location and does not 
radiate to that region. At times, however, it spreads 
upward toward the left shoulder and even down the 
left arm, usually along the lateral aspect. The sharp, 
or sticking, variety may be of no more than momen- 
tary duration, but the dull or aching type and that 
which is described as a sense of heaviness frequently 
lasts for hours at a time. The discomfort is not in- 
duced by physical activity but may develop after a 
period of exertion. Rest and glycery] trinitrate fail 
to give prompt relief. A careful history and physical 
examination followed by assurance that the pain 
is arising in the chest wall and is the result of fatigue 
or emotional tension often results in prompt im- 
provement or complete relief. It is essential that 
there be a positive explanation of the distress, A 
statement that there is no heart disease without 
further elaboration leaves many questions unan- 
swered in the patient's mind and seldom convinces 
him of the harmlessness of his symptoms. Many per- 
sons who have a problem of this kind have the im- 
pression that a reliable opinion cannot be given until 
after roentgenologic and _ electrocardiographic 
studies, and it therefore is advisable in the process 
of explaining the symptoms to mention the lack of 
need for examinations of this kind. If, after this, one 
detects evidence of lingering doubt, no matter how 
slight, an offer should be made to have the studies 
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carried out, but the opinion should be expressed 
at the same time that the results will be within the 
limits of normal. The patient then is free to act ac- 
cording to his own wishes, and there can be no 
cause for dissatisfaction. 

Preventive Medicine.—The full potential of pre- 
ventive medicine can be achieved only if informa- 
tion concerning modern advances in the field reaches 
the proper persons. For example, means have be- 
come available within the past few years for reduc- 
ing the incidence and severity of rheumatic heart 
disease. Most initial and recurrent attacks of rheu- 
matic fever can be prevented by early and adequate 
treatment of streptococcal sore throat, and patients 
who have rheumatic heart disease or who have had 
rheumatic fever or chorea can be protected from 
streptococcal infections and further cardiac damage 
by the year-round use of sulfadiazine or penicillin. 
This knowledge will be used to maximum advan- 
tage, however, only when all parents, teachers, pa- 
tients, and physicians have been convincingly in- 
formed of its importance. 

Many cases of bacterial endocarditis can be pre- 
vented by administering appropriate antimicrobial 
drugs to patients with rheumatic valvular disease or 
congenital cardiac anomalies before dental extrac- 
tions, removal of tonsils and adenoids, obstetrical 
delivery, and operations on the urinary or lower gas- 
trointestinal tract. The benefit of prophylactic treat- 
ment will not be realized, however, unless all per- 
sons who have cardiac problems of these kinds (or, 
in the case of infants and children, their parents ) 
are made aware of the presence of the abnormality 
and of the necessity for preventive therapy. 


Explanation as a Professional Obligation 


We as physicians have a rightful pride not only 
in the remarkable advances in medica] knowledge 
during the past forty years but also in the fact that 
the fruits of these advances have been made avail- 
able to an ever-increasing proportion of the general 
population, But we must not become complacent. 
Although the nonmedical public is fully aware that 
it is receiving better medical care today than at any 
time in the past, important areas of dissatisfaction 
still exist. Proponents of any type of state medicine 
can be expected to capitalize fully on every defi- 
ciency, real or imagined, of the free enterprise sys- 
tem of practice. It behooves us, therefore, to give 
careful study to the complaints of the public and 
introduce corrective measures as promptly as pos- 
sible. 

Perhaps the commonest criticism of the physician 
of today is a seeming lack of sympathetic interest in 
his patients. The public is cognizant of the ad- 
vantages of scientific diagnosis and treatment, but it 
takes these more and more for granted and desires 
in addition personal attention comparable to that 
given by the family doctor of the past. Because there 
is a desire in each of us to be recognized as an in- 
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dividual, no one enjoys being looked upon solely as 
an example of a particular disease or syndrome. 
Furthermore, people come to their doctors because 
of concern about their symptoms, and their anxiety 
is seldom allayed unless the physician takes the 
time to hear the complete story, perform an exami- 
nation, and then explain the illness and its general 
prognosis. Emerson once wrote that knowledge is 
the antidote to fear, and this is just as true in rela- 
tion to sickness as to other problems in life. The 
aim of the physician always should be to include 
in every consultation as much practical information 
as may be of use to the patient. Instruction of this 
kind, given unhurriedly and in understandable 
terms, convincingly indicates true interest and sub- 
stitutes effectively for much that was included in the 
personal service of the old-school family doctor. To 
omit it constitutes not only neglect of a basic obli- 
gation to the patient but also failure to do one’s 
part toward correcting a major cause of discontent 
with present-day medical practice. 

I am not laboring under the illusion that the fam- 
ily physician of thirty or fifty years ago won his 
place in the esteem of his patients because he ex- 
plained everything to them. As a matter of fact, ex- 
planation appears to have been just as much an un- 
developed art then as now. This, however, was 
largely unavoidable because of much greater gaps 
in medical knowledge at that time, The physician, as 
a consequence, often was forced to substitute an air 
of assurance and a skillful bedside manner for lack 
of precise information. The successful practitioner 
combined these with the best available measures of 
treatment and an understanding concern for the pa- 
tient, and the combination was rewarded by the 
respect and love of his community. Times change. 
The public is better informed on medical affairs to- 
day than at any time in the past and is kept well 
abreast of scientific advances by the press. It ex- 
pects the physician to keep himself equally well in- 
formed and promptly transmit the benefits of all 
discoveries to those who consult him. A self-assured 
attitude no longer protects from searching interro- 
gation, and the conscientious doctor of today will 
encourage enquiries and answer them patiently. 
Certain people fail to ask questions because of ti- 
midity, fear of appearing ignorant, or apprehension 
about the answers. With experience an observant 
clinician acquires increasing insight into human 
nature and becomes intuitively aware of what the 
person under his care would like to know. If he will 
take the time to cover this information in a more 
or less incidental manner in his summary and then 
invite further discussion he can hardly fail to win 
the appreciation and confidence of the patient. 

One of the greatest tests of a physician’s skill 
in explanation is encountered in patients who have 
cancer, for there are few problems so fraught with 
misconceptions on the part of the afflicted person 
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and his family. I believe one should base his course 
on the premise that most people appreciate know- 
ing the truth and most are better off for knowing 
it. The opinion is held in certain circles that the 
term cancer should never be employed in talking 
with the patient, but this seems to me to be doubtful 
wisdom because, among other considerations, in- 
definiteness may lead to serious procrastination, Al- 
most always the wisest policy is to present the story 
as accurately as one can but with as much temper- 
ing reassurance as the situation justifies. If the lesion 
is one which offers a prospect of long-term surgical 
cure, such as carcinoma in situ of the cervix or early 
carcinoma of the sigmoid colon, the patient’s morale 
can be bolstered by a short discussion of the differ- 
ences in behavior of neoplasms arising in different 
tissues or organs. Even when the outlook is more 
grave, fear can be minimized and hope sustained 
by implications which are not in any sense mislead- 
ing. For instance, a person can be told before opera- 
tion that he must agree to return for follow-up ex- 
amination at intervals of three months for the first 
two years, then every six months for the next three 
years, and after that once a year. The inference is 
clear and cannot fail to be a source of encourage- 
ment. Indirect support of this type is justifiable, 
however, only when the physician honestly believes 
that there is a reasonable chance that the patient 
will live for the period specifically outlined. 

A policy of sympathetic frankness also is best in 
dealing with persons who have inoperable cancer. 
Evasiveness on the part of the physician is liable to 
be interpreted as evidence of uncertainty or uncon- 
cern or as implying a future holding terrors too hor- 
rible to contemplate. Deterioration of morale inevi- 
tably follows, and this often results in recourse to 
quacks. Straightforward but kindly discussion, on 
the other hand, helps the patient accept a situation 
that cannot be changed and aids him in making the 
most of the time that remains to him. Reasons must 
always be given for not advising an attempt at sur- 
gical removal of the growth. Certain persons may 
adopt the attitude that death after an operation is 
preferable to living with a cancer, and this should 
be corrected by pointing out that many persons live 
comfortably and at times for relatively long periods 
in spite of the presence of incurable malignant dis- 
ease, Fear of pain is uppermost in the minds of 
many. Assurance must be given that most cancers 
do not cause great discomfort and that reliable 
measures for its control are available if it should 
occur. There also are patients who become fearful 
that because no cure is in prospect the physician 
will dismiss them to the care of the family or some 
less busy colleague. It should be made clear from 
the beginning, therefore, that one fully intends to 
maintain his interest, see the person at regular and 
not too infrequent intervals, and continue to be of 
every possible assistance. The friends and relatives 
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of patients who have been treated in this manner 
will not be hard to convince that similar care cannot 
be expected under any system of government-spon- 
sored medicine, 

This discussion has stressed the importance of ex- 
planation to the patient, but I should like to point 
out before closing that there is often an equal need 
for instructing the members of the patient's family. 
There are patients who at first are unwilling to sub- 
mit to the degree of self-discipline necessary to se- 
cure the optimum response to treatment, and in sit- 
uations of this kind the persuasion of a well-informed 
family may be of great help. Of equal importance is 
the fact that a clear explanation of the problem may 
spare the patient the well-intentioned annoyances of 
overly protective relatives. Furthermore, family 
members who do not understand the nature of an 
illness are more likely to become dissatisfied, and 
this in turn may lead to criticism of the entire medi- 
cal profession. A few minutes spent in explaining 
the patient’s problem to those closest to him seldom 
fails to secure the cooperation and gratitude of the 
entire family. 

In a memorable address some thirty years ago, my 
beloved chief at the Thorndike Memoria! Labora- 
tory, Francis W. Peabody, remarked, “The good 
physician knows his patients through and through, 
and his knowledge is bought dearly. Time, sym- 
pathy and understanding must be lavishly dis- 
pensed, but the reward is to be found in that per- 
sonal bond which forms the greatest satisfaction of 
the practice of medicine. One of the essential quali- 
ties of the clinician is interest in humanity, for the 
secret of the care of the patient is in caring for the 
patient.” ' Let us not forget these words of one who 
understood. 


Summary 


An explanation to the patient concerning the na- 
ture of his illness, the rationale of its management, 
and the general prognosis is an essential part of the 
practice of medicine. Not only is it the most effective 
way to secure cooperation in carrying out treatment, 
but it is also one of the most convincing ways of 
manifesting personal interest in the patient compa- 
rable to that given by the family doctor of the past. 
If one neglects it he runs the risk in many condi- 
tions of falling far short of the best possible response 
to therapy and also fails to do his part in combating 
the too common criticism that the physician of to- 
day’s free-enterprise system is lacking in sympathet- 
ic concern for those under his care. 

Cleveland Clinic, 2020 E. 93rd St. (6). 


This paper is being published simultaneously in the 
A. M. A. Archives of Internal Medicine. 
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HEMANGIOMAS—TREATED AND UNTREATED 


George C. Andrews, M.D., Anthony N. Domonkos, M.D., Victor M. Torres-Rodriguez, M.D. 


and 


John K. Bembenista, M.D., New York 


One of the first questions the mother of a new- 
born infant asks invariably concerns the presence of 
birthmarks. The mother may be assured that her 
newborn baby has none, and yet in the first few 
weeks of the baby’s life it is not unusual that vascu- 
lar nevi may make their appearance. These vascular 
nevi present at birth or shortly thereafter are not 
only of great concern to the parents but also to the 
physician. The latter is faced with the responsibility 
of advising the parents as to the proper management 
of vascular nevi. In view of the divergent opinions 
of competent physicians in regard to the spontane- 
ous involution of hemangiomas, the attending phy- 
sician is faced with a difficult problem as to whether 
or not a particular hemangiomatous lesion should 
be treated. 


Clinical Types of Angiomas 


Clinically, there are three common types of vas- 
cular nevi, namely: the capillary hemangioma ( port 
wine stain), hemangioma simplex (strawberry 
mark ), and the cavernous hemangioma. These three 
types can be differentiated clinically with consid- 
erable ease. The port wine stain does not offer a 
problem in management, for there is no effective 
treatment as yet. Some of these lesions will lighten 
considerably, especially those located on the fore- 
head. Other port wine stains will tend to grow dark- 
er and assume a purplish hue with small vascular 
nodules when the patient is an adult. Port wine 
stains are not sensitive to radiation therapy, al- 
though superficial roentgen rays, grenz rays, and 
thorium X have been claimed to produce some 
paling of the lesions. Tattooing of the lesions with 
suitable pigments is at the present the most promis- 
ing essay at improving the cosmetic appearance of 
the lesions. Also, cosmetic preparations which 
effectively cover the port wine stains are available. 

Simple and cavernous hemangiomas present diffi- 
cult problems in regard to management. Spontane- 
ous involution of both types has been documented 
in numerous cases. Lister,’ Watson and McCarthy,’ 
Hopkins,’ Ronchese,* Wallace,’ Modlin,® and Falk 
and Levy ‘ are among those reporting disappearance 
of untreated hemangiomas of the simple and 
cavernous type. These undeniable findings affirm 
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There are three common types of vascu- 
lar nevi; namely, the capillary hemangioma 
(port wine stain), hemangioma simplex 
(strawberry mark), and the cavernous hem- 
angioma. Spontaneous involution may occur. 
There is also the tendency for some hem- 
angiomas to grow very large and to become 
ulcerated. If ulceration occurs, sepsis as well 
as cosmetic defects may ensue. Delay in 
starting treatment while waiting for spon- 
taneous involution may provoke serious prob- 
lems. The cosmetic appearance of the treated 
site is usually the most important considera- 
tion, and, accordingly, early institution of 
treatment and the prevention of secondary 
infection are recommended. 


the belief of many physicians that all hemangiomas 
should be left alone and that within five years in- 
volution of the lesions will take place. 

On the other hand, the attending physician is 
faced with several disturbing potentialities should 
he decide to await spontaneous involution of simple 
or cavernous hemangiomas. Most lesions are small, 
as they are seen at birth or shortly thereafter, and 
it would then be simple to treat effectively these 
so-called insignificant lesions. Since the physician 
is armed with the knowledge that most of these 
lesions will involute spontaneously, he is tempted 
to regard all lesions as insignificant. However, 
many of the large ulcerated extensive lesions start 
as small ones which would at the beginning lend 
themselves to effective, uncomplicated, and safe 
treatment. Many of these will not involute spon- 
taneously but, on the contrary, will tend to grow, 
sometimes rapidly. Other lesions will persist with 
growth proportional only to the normal develop- 
ment of the child. 

The tendency for hemangiomas to become ulcer- 
ated occurs with some frequency. If ulceration oc- 
curs, cosmetic defects after the healing of the 
ulceration become a problem, especially if this takes 
place on the face, arms, and chest. More disturbing 
than the consideration of cosmetic defects is the 
fact that serious infections may result with impair- 
ment of the function of the involved area. The 
physician is also faced with the fact that once the 
lesions have been allowed to become enlarged 
therapy will be more difficult. Moreover, the cos- 
metic result will be inferior to that of therapy when 
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the lesion is still small. It is generally conceded by 
most dermatologists that the earlier angiomas are 
treated the better the result. 


Study of Patients with Angioma 


This report concerns the study of 1,113 available 
charts of patients with the diagnosis of angioma 
seen at the Columbia Presbyterian Medical Center 
between 1932 and 1955. These patients were seen 
and, in some cases, treated in the departments of 
pediatrics, dermatology, plastic surgery, or radiol- 
ogy. The study includes no cases seen or treated by 
us in our own private practice. It concerns the 
various types of treatment administered for angio- 
mas at the Columbia Presbyterian Medical Center. 
A special effort was made to scrutinize especially 
those cases in which there was no treatment. It is 
generally believed that if spontaneous involution is 
to occur it will take place in the first five years of 
the patient’s life. On this basis, another part of 


Cavernous hemangioma of upper eyelid and temple at age 
7 months. This began as a 0.5-in. lesion over the right eye- 
brow at birth and increased to present size with ulcerations 
awaiting spontaneous involution. 


this study limited itself to those cases in which 
patients, with the diagnosis of angioma, were first 
seen at 5 vears of age or over, having had no 
previous treatment. 

In the study the angiomas were designated in the 
following manner: hemangioma simplex (straw- 
berry mark), hemangioma cavernosum, nevus 
Hammeus (port wine stain), lymphangioma circum- 
scriptum, and nevus araneus (spider nevus ). In table 
1 the number of patients seen with various types 
of angiomas are shown. In addition to the above 
clinical diagnoses with their corresponding number 
of cases, the unusual forms of blood vessel tumors 
as well as hemangioma-like lesions are listed. 

Of the 329 patients with hemangioma simplex, 74 
had multiple lesions. Of the 584 cases of hemangi- 
oma cavernosum, 103 patients had multiple lesions. 
In the analysis of these cases, the multiple lesions 
were regarded as one for the sake of simplicity. Of 
the 1,113 cases, 710 (64%) were females. 
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Treated Angiomas and Cosmetic Effects 


Nevus flammeus, as already mentioned, cannot 
be successfully treated in most instances. Any im- 
provement noted in this series of cases with such 
treatment as thorium X and ultraviolet light could 
have been just as well ascribed to spontaneous 


TABLE 1.—Types of Angiomas 


4 


improvement. There were 139 patients with port 
wine stains. Of these, 84 (60%) had the stains on 
the face. 

Hemangioma simplex and the cavernous type 
were treated in the various departments by gamma 
rays of radium, roentgen rays, excision, in a few 


Taste 2.—Type of Treatment According to 
Location of Hemangioma Simplex Lesion 


Solid 

Un- Radi- Siu Scle- Carbon 
Location treated um very rosis X-ray Dioxide ‘Total 
TT 37 27 3 i 
153 S4 as 35 324 


instances by excision and grafting, by ligation of 
the vessels feeding the hemangioma, and by the 
application of solid carbon dioxide. Also, sclerosing 
agents such as quinine urethan solution or sodium 
morrhuate were injected into the lesions in certain 
indicated cases. Tables 2 and 3 show the number of 
cases treated by the various methods according to 
the site of the lesion on the body. 


Taste 3.—Type of Treatment According to Location 
of Hemangioma Cavernosum Lesion 


Solid 
Un- Radi- Sur Sele. Curbon 
Location treated um very tosis N-ray Dioxide Total 
11 33 4 5 M4 
30 61 23 2? 2? 174 
Is 67 19 9 3 We 


Most of the lesions treated by surgical methods 
and those by injection of sclerosing agents were 
treated in the department of surgery. The use of 
radium and x-rays was handled by the departments 
of radiology and dermatology. Most of the cases 
were first seen in pediatrics and disposition was 
made from there to the various departments. 


7 
3 
| 
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It is not within the scope of this study to report 
treatment results of the various procedures. The 
cosmetic appearance of the treated site is the most 
important consideration, and accordingly — the 
method of treatment should be carefully chosen to 
serve that purpose. In previous papers one of us “ 
has advocated the use of radium plaques with gam- 


TABLE 4.—Hemangiomas, Simplex and Cavernosum, Persist- 
ing for Five Years or More and Subsequently Treated 


Fleet ro- 
Sur Sele- desie- Radi- 
gery rosis  eation um X-ray Total 
Hemangioma simplex 


More than 1 ¢m........ 3 
Hemangioma ca- 
vernostun 
OS 27 2 105 
Multiple-extensive .... 3 wa 3 
71 27 2 108 


ma radiation as the treatment method of choice. 
The technique used has proved to be a safe, reliable, 
and cosmetically superior way of treating hemangi- 
omas without inducing radiation sequelae. 

With modern radiotherapy, undesirable sequelae 
are not observed. The techniques have been stand- 
ardized and used for over 20 vears. They are safe, 
and the dose reaching the gonads is within reason, 
being influenced by the location of the angioma, the 
protection given, and the quantity and quality of 
radiation employed. The advantages of radium 
plaques applied externally over areas to be treated 
roentgenologically have been explained in previous 
articles.” The depth dose is less and the skin dose, 
as measured in biological terms, is less. With the 
radium plaques, the rate of delivery of the dose is 
also less than with roentgen therapy. Our customary 
radium technique delivers a total of 2'2 erythema 
doses over the period of one year, whereas with 
common x-ray techniques 5 to 10 erythema doses 
are given within two or three months. Although the 


Taste 5.—Observation of Untreated Hemangioma Simplex 
in Patients Not Receiving Treatment During First Five Years 


of Life 
Location Persistent Involuted Improved Total 
10 32 7 
3S 52 1? 


erythema dose is outmoded in cancer therapy, it is 
a useful biological criterion in nonmalignant skin 
disease treated by radiotherapy. 

Tables 2 and 3 show that 43% of the treated lesions 
of hemangioma simplex and 45% of the cavernous 
hemangiomas on the face received radium therapy. 
Sclerosing treatment was second in frequency for 
the simplex type and third in the cavernous 
hemangiomas. 


The judicious use of injections of sclerosing agents 
often produces good cosmetic results, although ul- 
ceration and scarring may be caused by the scleros- 
ing treatment even in the hands of an expert. Solid 
carbon dioxide treatment was used in only 20 cases 
of hemangioma simplex and hemangioma caverno- 
sum, and all the lesions were small. The excessive 
scarring produced by cryotherapy cannot be avoid- 
ed, and this procedure should be limited to lesions 
on the face of a diameter not exceeding 5 mm. or 
small lesions elsewhere. Cavernous hemangiomas 
will not respond to cryotherapy without inducing 
deep ulceration. The resultant scarring does not 
produce the fine cosmetic result that is the principal 
goal of therapy. 

Surgical methods of treatment are effective in 
treating hemangiomas, and the period of treatment 
is thereby shortened considerably. However, cos- 


Taste 6.—Hemangioma Simplex Lesions Involuting Without 
Treatment According to Location, Size, and Type 


Size 
Location orless 11-2 em. 2.1-3 em. Unknown Total 
3 } 13 32 
3 1 4 
30 4 2? 16 52 


metic results must be kept in mind. On the face, 
especially, extensive lesions are not suited to sur- 
gical procedure. This is adequately demonstrated 
in tables 2 and 3) whi h show that henangiomas 
of both the simplex and caverncsum type were 
treated predominantly with radium. 


Tasir 7.—Observation of Untreated Hemangioma Cavernosum 
in Patients Not Receiving Treatment During First Five Years 


of Life 
Location Persistent Involuted Improved Total 


Untreated Hemangioma Simplex and Cavernosum 


Of the 329 patients with hemangioma simplex, 
153 (47%) received no treatment (table 2). In 
addition, there were 30 patients who had persistent 
strawberry marks for five years or more and who 
subsequently received definitive therapy (table 4). 

Adequ tte observation of the untreated lesions was 
possible in 102 cases of hemangioma simplex (table 
5). Spontaneous involution occurred in 52 (51% ) 
of the cases. Attention must be directed simultane- 
ously to table 6, which shows that of the 36 lesions 
with involution and known size, 30 (83%) were 
1 cm. or less in diameter. 

Improved lesions were designated as those which 
had paling and flattening. Some of these lesions 
had inadequate time lapse for expected involution 
in five years. There were 12 (12%) noted with im- 
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provement (table 5). Lesions persistent for a period 
of five years or more numbered 38 (37%) of the 
102 (table 5). Of the 38, definitive therapy subse- 
quently was given to 30 (80%). 

Of the 584 patients with hemangioma caver- 
nosum, 71 (12%) received no treatment (table 3). 
In addition, there were 113 cases of persistent 
lesions for five years or more (table 7). Of these 113 
cases, there were 108 cases subsequently treated 
(table 4). 

Adequate observation was possible in 135 cases 
(table 7). Spontaneous involution occurred in 15, 
or 11% (table 8). Improvement occurred in 7 (5%) 
(table 7). Lesions persistent for a period of five 
vears occurred in 113 (84%). 


Taste 8.—Hemangioma Cavernosum Involuting Without 
Treatment According to Location, Size, and Type 


lem, Size 
or less 1.1-2 em, 2.1-3em.Unknown Total 


Location 


orl 


Summary and Conclusions 


The records of 1,113 patients with the diagnosis 
of angioma were studied. Of these, 329 patients had 
hemangioma simplex and 584 had hemangioma 
cavernosum. Of the 153 patients with hemangioma 
simplex who received no treatment, 102 could be 
observed adequately (table 5). In 64 cases (63% ) 
the lesions inveluted or improved within five years. 
In 38 (37%) the hemangiomas persisted after five 
vears. In those cases of hemangioma simplex with 
spontaneous involution, 83% were lesions with a 
diameter of 1 cm. or less (table 6). It mav be con- 
cluded that any hemangioma simplex on the face 
measuring | cm. or more should be treated with no 
delay, since those of larger size have poor possi- 
bilities of involution without therapy. Occasionally 
one encounters a case where a large hemangioma 
disappears spontaneously without scar, but one also 
sees occasional cases in which large hemangiomas 
persist, grow, ulcerate, and become serious prob- 
lems. The likelihood of ulceration of hemangiomas 
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on the lips, nostrils, eyelids, and the ears suggests 
that these lesions should be treated even though 
they are less than 1 cm. in diameter. 

Of the 135 patients with hemangioma cavernosum 
who received no treatment during the first five years 
of life and who could be followed adequately, 22 
(16%) showed involution or improvement of the 
lesions within a period of five years (table 7). In 
113 (84%) these lesions persisted more than five 
years. The high percentage of persistence in un- 
treated cavernous hemangiomas indicates the 
desirability of treatment for all cavernous heman- 
giomas. 

When treatment is given to hemangiomas, the 
method of therapy must be carefully chosen to 
secure the best cosmetic results. We feel that radium 
therapy, properly administered, assures excellent 
results without risk of radiation sequelae. However, 
in some cases surgical excision, ligation, solid carbon 
dioxide, or roentgen ray treatment are indicated. 

115 E. 61st St. (Dr. Andrews). 
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Laboratory Diagnosis of Typhoid Fever.—Diagnosis of the classical case presents little diffi- 
culty but in many instances the clinical picture is atypical, and laboratory tests are essential in 
making the diagnosis. Such tests fall into two main groups, viz., isolation of the causative organ- 


ism and serological procedures. . . 


. A study of cultural and serological methods of diagnosis 


in a series of 227 cases of typhoid fever demonstrated that the former methods were to be pre- 
ferred, In particular culture of blood clot is a more satisfactory procedure than culture of 
whole blood. Our total recovery rate from blood culture methods was 89%, and this in spite of 
many patients having received antibiotic therapy before blood samples were taken, Accepting 
a serum dilution of 1/250, for 0 type agglutination, as being the minimal suggestive titer we 
found 5% false positive reactions. Twenty eight per cent negative results were obtained.—K. C. 
Watson and W. Laurie, The Laboratory Diagnosis of Typhoid Fever in Areas of Endemicity, 
The American Journal of Tropical Medicine and Hygiene, November, 1956. 
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THE ALLERGIC DERMATOSES 


Adolph Rostenberg Jr., M.D., Chicago 


The purpose of this paper will be to consider what 
is meant by the label “an allergic dermatitis,” to enu- 
merate the conditions included under this caption, and 
to justify their inclusion. A brief discussion will be 
given of the individual conditions, with respect to their 
immunological characteristics and their diagnostic 
problems. The label, “allergic dermatitis,” has been 
used to designate dermatoses that are believed to be 
brought about by, or to be somehow related to, an 
allergic reaction. It would appear desirable, however, 
to scrutinize this designation more carefully and, in 
light of accumulated knowledge, to determine the 
qualifications for membership in the group, to decide 
which cutaneous conditions fulfill these requirements, 
and finally to assess their relationship to one another. 

While this article will not concern itself with a dis- 
cussion of any fundamental concepts concerning the 
nature of allergy or of the immunological mechanisms 
involved in allergic reactions, the term “allergy” will 
be defined so that there can be no misunderstanding 
concerning its use. The criteria that must be met in 
order to label a reaction as allergic (in this discussion 
a skin lesion ) will be considered. Allergy is an acquired 
specific alteration in the capacity to react, brought 
about by an antibody mechanism. This definition ex- 
cludes all forms of altered biological activities not 
brought about by an antibody mechanism. For ex- 
ample, consider the tolerance that a person develops 
toward alcohol. It is well attested that initially a person 
can tolerate only a certain amount of an alcoholic 
beverage; but, should he persist in this pleasant re- 
search, after some time it is found that a considerably 
larger quantity of the alcoholic beverage can be con- 
sumed without apparent adverse effect. This represents 
an acquired alteration in reactivity. It is also specific, 
in that the tolerance is directed only toward alcohol, 
not toward, say, morphine or barbiturates. Hence, un- 
less a qualifying phrase, such as “brought about by 
an antibody mechanism,” is appended to the definition 
of allergy, of necessity types of altered behavior are 
included in the definition which do not, either on clini- 
cal or immunological grounds, belong there. 

The inclusion of the phrase, “brought about by an 
antibody mechanism,’ while removing forms of altered 
reactivity it is not desired to include within the scope 
of allergic conditions, creates certain conceptual diffi- 
culties. The chief one arises with the definition of an 
antibody. Conventionally, antibodies are modified 
serum globulins, primarily gamma globulins, that have 
certain specific properties; as a consequence of their 
existence various serologic and/or cellular reactions 
can develop. It is, however, well known that in many 
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Allergy is an acquired specific alteration in 
the capacity of the system to react, brought 
about by an antibody mechanism. Convention- 
ally Antibodies are modified serum globulins 
that make it possible for certain serologic 
and/or cellular reactions to develop; the term 
“antibody” is extended to include a cell with 
specifically altered properties toward the anti- 
gen. In primary allergic dermatoses the cuta- 
neous les'ons develop as a direct consequence 
of the antigen-antibody union; erythema no- 
dosum and other “id’ reactions are of this 
type. In nonprimary allergic dermatoses there 
is some less direct relationship to the allergic 
process; most cases of atopic dermatitis are 
of this type. Nonprimary allergic sensitivity, 
like the primary types, can be either immediate 
or delayed. History taking and skin test'ng are 
extremely valuable and often essential for the 
etiological diagnosis; but they never establish 
the morphologic diagnosis, which is the physi- 
cian’s first responsibility. Skin tests are some- 
times worse than useless because so many 
atopic persons give numerous positive reactions 
that are etiologically irrelevant. There are no 
cutaneous tests that help to establish the diag- 
nosis of infectious eczematoid dermatitis and 
nummular eczema, but the morphologic charac- 
teristics of these two dermatoses are fairly 
precise, so that these labels can be applied on 
the basis of inspection alone. The distinction 
between primary and nonprimary allergic der- 
matoses is of practical importance because it 
defermines how the condition will respond to 
any interference with the antibody-antigen 
union. 


allergic conditions, indeed, in the majority with which 
this paper will deal, circulating antibodies cannot be 
demonstrated that have anything whatsoever to do 
with the development of the lesions in question. This 
poses a dilemma as to the justification for the inclu- 
sion of such conditions under the label of allergy. 
Some years ago, Brunner and I' suggested a pos- 
sible solution to this dilemma; we hypothesized that 
the basis for all sensitizations was the adaptation of an 
enzyme system. If the enzyme system which becomes 
adapted is one concerned with the synthesis of serum 
globulin, then, as a consequence, there will be evidence 
of the adaptation in the form of modified serum globu- 
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lins. or, in other words. there will be circulating anti- 
bodies. If, however. the enzyme system which becomes 
adapted is one that has nothing to do with the syn- 
thesis of serum globulin, then there will be no modi- 
fication in the serum globulin, or, there will not be any 
circulating antibody. 

It should therefore be clearly understood that in the 
definition of allergy the term “antibody” does not 
necessarily mean a conventional circulating antibody, 
although such can exist. The basic essential alteration 
is the adaptation of the enzyme system. It is not likely 
that any enzymatic alteration can give rise to signs 
and symptoms that would be labeled as allergic, but 
this paper will not consider the precise nature or the 
locus of the hypcthesized enzymatic alteration, Thus, 
an allergic reaction—in this case a clinical lesion—is 
one that develops as a direct consequence of the anti- 
gen-antiboedy union; and it is understood that the term 
“antibody” includes a cell with specifically altered 
properties toward the antigen. 


Criteria for Diagnosis of Allergic Reaction 


The problem is now to decide what criteria will be 
demanded before a clinical reaction will be accepted 
ws having developed because of the allergic reaction. 
Obviously, if, upon transfer of a circulating antibody 
or cell suspension or derivative therefrom to a normal 
recipient, the recipient becomes altered so that contact 
with the allergen now prodces the lesions in question, 
whereas prior to the transfer it did not, there can be 
little question concerning the allergic mechanism, Un- 
fortunately, such a demonstration is not always pos- 
sible, or, if possible, is not feasible. What justification 
is there then for the label in cases in which the com- 
plete proof is lacking? It may be said in advance that, 
as a rule, there is little if any. In many clinical condi- 
tions in which ay allergic pathogenesis is suspected 
there is no ccncrete evidence to sunport such a hy- 
pothesis. What reas’ ne are usually advanced for label- 
ing such cases as allergic? These are that (1) response 
exhibited deviates trom the usual one to the substance; 
(2) the person deviates from the bulk of persons ex- 
posed to the agent in question; (3) the type of re- 
sponse is akin to those seen in proved allergic re- 
actions; or (4) the pathclogical alterations are those 
seen in proved allergic responses. It can be categori- 
cally asserted that, while the above criteria may suggest 
or make one suspiciows that the reaction is on an 
allergic basis, none of them, singly or collectively, 
prove it. Parenthetically, it might be pointed out that 
in my opinicn « pathological diagnosis of allergy is 
not possible. The presence of a blood or tissue eosino- 
philia does not of itself label the reaction as an allergic 
one. The most that can be expected of the pathologist 
is that he will be able to state “compatible with.” 

The term “dermatitis” will be employed in its usual 
meaning, denoting an inflammation of the skin or any 
layer thereof. No distinction will be made between in- 
Hammation involving the epidermis alone or the cutis 
alone, or both. The term “dermatosis,” while not synon- 
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vmous with dermatitis, in this article will be used to 
mean essentially the same thing. The prime concern 
of this paper will be to examine how the dermatitis is 
rclated to the allergic process. 

Before a consideration of this relationship from the 
clinicoimmunological point of view, it is in order to 
digress momentarily to consider the nature of the con- 
cept of a causal relation. To discuss this adequately 
would amount to writing a treatise in philosophy; but, 
inasmuch as most physicians, in my opinion, do not 
have a proper understanding of the nature of a causal 
relation, it is worthwhile to consider it very briefly. 
The point I should like to emphasize most is that, in 
considering factcrs in the causation of a disease, there 
is either confusion between a causal and a correlative 
factor or the fallacious post hoc, ergo propter hoc 
argyment is advanced. Treloar* has discussed this 
well. He says: “The notion that everything that hap- 
pens is caused by something else seems so completely 
rational that any challenge of it must savor of useless 
quibbling. Scientists and laymen alike are apt to ac- 
cept without question the idea that for every ‘effect’ 
there is a ‘cause.’ All too frequently thoughtful persons 
seem unaware that there are pitfalls in this pattern of 
thinking.” 

Apart from the natural desire to have a_ proper 
understanding, such matters are not merely pedantic 
gobbledygook, for a therapeutic attack against “some- 
thing” which is in the causal chain will have quite 
different results than if that same “something” stands 
only in a correlative relationship. 

That there can be different kinds of relationships be- 
tween a skin lesion and an allergic process, I do not 
believe requires documentation. It is the nature of the 
relationships about which there may be argument. 
I shall speak of primary and nonprimary relationships. 
While such a distinction is not ordinarily made, I be- 
lieve it to be worthwhile. This differentiation would 
serve to avoid some of the confusion that exists about 
the pathogenesis of ce.tain of the conditions to be dis- 
cussed, A primary allergic dermatitis is defined as one 
in which the cutaneous lesions develop as a direct 
consequence of the antigen-antibody union. A non- 
primary one is defined as a dermatitis in which the 
skin lesions do not arise as a direct consequence of 
the antigen-antibody union but in which there is some 
relationship to the allergic process. 

The nonprimary al'ergic dermatoses can be further 
divided into secondary, tertiary, and Composite ones. 
These are defined as fcllows: 1. A secondary allergic 
dermatitis is one in which the skin lesions do not arise 
as a direct consequence of the antigen-antibody union 
but in which the cutaneous lesions are exacerbated 
by the antigen-antibody union. 2. A tertiary allergic 
dermatitis is defined as one in which the skin lesions 
are not directly produced by the allergic process, nor 
are they exacerbated by it, but a reasonable correla- 
tion is found to exist between the presence of the skin 
lesions, on the one hand, and the existence of some 
allergic manifestation or state, on the other. 3. A com- 
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posite allergic dermatitis is one in which a conjoint 
mechanism, such as the presence of an infection and 
the development of a sensitization to products of the 
infection or to an interaction product between the 
microorganism and the tissues of the host, is required. 

It is admitted in advance that the evidence which 
asserts the necessity of the dual mechanism is not too 
well founded. It is also admitted that many skin le- 
sions are, at least to some degree, the resultant of the 
interplay of several factors, such as irritation and in- 
fection; but in these the conjoint mechanism is not a 


Tasie 1.—Classification of Various Dermatoses According to 
Nature of Relationship to Allergic Process 


Proportion of Type of Allergie 


Primary Cases So Related Sensitivity 
Dermatitis vemenata ............. Some Delayed 
Immediate 


Some 
Erythema multiforme: multitorm Not known 


and figurate erythemas .......... 


Immediate 
and or delayed 


Id reactions: erythema nodosum \ll Delayed 
Cutaneous allergie vasculitis .... Most Immediate 
and or delayed 
Some Immediate 
and or delayed 
Nonprimary 
Secondary 
and or delaved 
Tertiary 
Atopic dermatitis Most Immediate 


Composite 
Infectious eezematoid dermatitis . 
Multiform erythemas ............. 


Not known 
Not known 


Not known 


Immediate 
and or delayed 


necessity, whereas in the skin lesions labeled as com- 
posite it is. It should be realized that the distinction 
between primary allergic dermatitides nonpri- 
mary allergic dermatitides is not just academic, as in 
the primary ones measures affecting the allergic re- 
action will necessarily affect the cutaneous lesions, 
whereas, in the nonprimary, treatment directed against 
the allergic reaction will not necessarily affect the 
cutaneous lesions. It should also be evident that the 
members of certain categories of dermatoses, e. g., 
drug reactions, can have more than one type of rela- 
tion to the allergic process, or none at all. 

Table 1 lists the allergic dermatitides. It classifies 
them according to the nature of the relationship be- 
tween the skin lesions and the allergic process. It also 
gives an approximate indication as to the number of 
cases of a given condition that are primarily, second- 
arily, or tertiarily related to the allergic process. Fi- 
nally, it lists the immunological] type of allergic response 
that is presumed to be taking place, with allergic 
sensitizations divided into two large categories, name- 
ly, the immediate and the delayed, which terms de- 
note the time required for the production of an al- 
lergic reaction in a sensitized person. 


Morphologic and Etiological Diagnosis 


Before considering the individual dermatoses, | be- 
lieve it worthwhile to discuss certain general aspects 
regarding diagnosis. Diagnostic labels in general com- 
prise two types: morphologic and etiological. The 
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criteria for the diagnosis of the conditions falling into 
the two categories are quite different, and it is im- 
portant to understand this. In the case of a morpho- 
logic label, the only criterion is the morphology, de- 
termined either by gross clinical inspection or by the 
microscopic evaluation of a section. It is the failure 
to understand this that is responsible for most of the 
misapplication of skin tests in dermatological condi- 
tions. To illustrate, a physician looks at a cutaneous 
lesion; if he is not certain of the label to be affixed, he 
wistfully, but naively, hopes that some ancillary pro- 
cedure will provide the proper diagnosis. In the case 
of the conditions under consideration, the ancillary 
investigation is most likely to be (1) a detailed his- 
tory and (2) skin testing. 

It is not my purpose to deprecate the value of either 
of these procedures, but I should like to emphasize 
that neither of them will ever provide the appropriate 
label for a cutaneous lesion. To give an obvious ex- 
ample, it little matters that the patient was exposed to 
poison ivy and that the lesions are primarily on the 
hand, where the exposure was maximal, and that a 
patch test with poison ivy extract is positive, if the 
patient happens to have scabies. History and testing, 
cutaneous or otherwise, are extremely valuable and 
oftentimes essential in arriving at an etiological diag- 
nosis; but they never establish the morphologic 
diagnosis, which is the physician’s first responsibility. 
This is a point too often overlooked by the nonderma- 
tologist. To conclude this discussion, a quotation from 
W. A. Pusey * is apropos: “Skin diseases occur on the 
surface of the body where everyone can see them 
and few recognize them. Because of the first fact and 
regardless of the second most physicians are inclined 
to attempt to treat them.” 


Taste 2.—Value of Skin Tests in the Diagnosis of Allergic 
Dermatoses 


Diagnosis 
Dermatitis venenata 
allergica 
Urtiearia 


Value 
Considerable 


Type ot Test 
Pateh 
Scratch or intradermal for Little or none 
immediate wheal 
Intradermal tor delayed re- 
None known 


Id reaetion Depends on epidemi- 
ologie trequency 
Multitorm erythemas 
Drug reuetions Depends on mechanism of Little or none 
reuction 

Scrateh or intradermal tor 
immediate wheal 


Atopic dermatitis Little or none 


Of course, a morphologic diagnosis may, and often 
does, imply a pathogenic mechanism, but that is 
beside the point—the diagnosis has first to be made on 
basis of the appearance, 

An etiological or pathogenic label is one which 
either directly states or implies a mechanism. From the 
appearance alone, it is, as a rule, not possible to make 
an etiological or a pathogenic diagnosis, inasmuch 
as the same etiological agent can produce a variety of 
clinical pictures; conversely, the same morphologic 
picture may be brought about by a variety of etiolog- 
ical agents. This type of diagnosis, as a rule, requires 
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additional information such as that furnished by 
history and testing. Of the conditions listed in table 1, 
dermatitis venenata, urticaria, the multiform erythema 
group, atopic dermatitis, and infectious eczematoid 
dermatitis are primarily morphologic labels, whereas 
drug reactions, allergic vasculitis, and id reactions are 
etiological or pathogenic labels. The individual con- 
ditions will be now briefly considered from the point 
of view of the underlying immunological factors and 
the value of various procedures in their diagnosis. 


Dermatitis Venenata 


Dermatitis venenata is probably the commonest of 
all the allergic skin diseases. As is well known, it is 
brought about either by a primary irritation or by an 
allergic sensitization of the eczematous variety of the 
delayed type, or both. Medical terminology does not 
distinguish between these two different pathogeneses, 
although it would be worthwhile to do so. This could 
be accomplished by affixing a final adjective, such as 
toxica or allergica, so that the full diagnostic caption 
would be dermatitis venenata toxica or dermatitis 
venenata allergica. 

While the exact sequence of events in the develop- 
ment of an allergic dermatitis venenata is not definite- 
ly known, the underlying immunological alterations at 
least can be outlined. The first step is that the simple 
chemical unites with a body constituent, probably 
protein. Presumably, most of this conjugation takes 
place in the epidermis or upper cutis. The conjugated 
protein is then picked up by reticuloendcthelial cells. 
An enzymatic adaptation now occurs in certain cells 
of the reticuloendothelial system. The conjugation 
causes a mild inflammatory reaction, which affects the 
vessels of the upper cutis. As a consequence, a few 
cells escape from the vessels in the upper corium, 
where they encounter molecules of the conjugated anti- 
gen. In the normal (nonsensitized) individual the 
inflammation ends at this point, inasmuch as in such a 
person the cells encountered do not possess an adapted 
enzyme system capable of specifically reacting with 
the antigen in question. In the sensitized person the 
process continues because cells are present with an 
enzyme system specifically adapted to react with the 
antigen in question, Hence, the inflammation is more 
severe and the reaction continues until the antigen 
has been completely utilized.’ Just how or why the 
cell with the adapted enzyme system reacts with the 
antigen is entirely unknown. 

The essential morphologic lesion of a dermatitis 
venenata is a vesicle—either grossly present or evident 
microscopically; unfortunately, the underlying bio- 
chemical alterations which lead to this are not known.’ 
In a dermatitis venenata developing from contact with 
a strong irritant, e. g., mustard gas, there is evidence 
that enzyme systems, such as hexokinase and/or pyru- 
vate oxidase, are interfered with,” and it is believed 
that this interference causes the vesicular response. 
Whether in an allergic dermatitis venenata similar 
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types of enzyme systems are interfered with by the 
interaction between the cell with an adapted enzyme 
system and its antigen is unknown. 

That the cutaneous lesions of an allergic dermatitis 
venenata develop because of the allergic reaction is 
evidenced by the following points: (1) they are 
reproducible in the sensitized individual by reexpo- 
sure to the allergen; (2) dilutions of the allergen which 
failed to cause a reaction in an unsensitized individual 
will cause reactions in the sensitized; and (3) while 
the sensitivity cannot be transferred with serum, it 
can be transferred with the appropriate cells from a 
sensitized individual. 

As already stated, the basis for the morphologic 
diagnosis is the appearance of the lesions and their 
distribution. It is obvious that a dermatitis venenata 
is usually at the point of maximal contact with the 
irritant or allergen. This may not be the site of original 
contact, as is well illustrated by the findings in nail 
polish dermatitis, where the eruption is usually on the 
face or neck and not on the fingers. For an etiological 
diagnosis, history and patch testing are exceedingly 
important, and, of the two, history is the more im- 
portant. Patch testing should be done, as a rule, only 
as a final court of appeal.’ No other form of skin testing 
is indicated. In selected cases, removal of the sus- 
pected substances and reexposure may be of value in 
establishing the etiological factors. 


Urticaria 


Urticaria, or hives, denotes an alteration in capillary 
permeability. Such an alteration in permeability may 
be brought about by histamine, a histamine liberator, 
or an antigen-antibody union, It is probable that the 
ultimate reason for the alteration in capillary perme- 
ability in all cases is the release of histamine. This, 
however, has not been proved. It may be that an 
antigen-antibody union taking place in the endothe- 
lium of a vessel will alter its permeability regardless 
of whether histamine is released. Antigen-antibody 
reactions of the immediate type release histamine, as 
well as other substances, and the consequence of the 
introduction of the antigen into the skin of such sensi- 
tized people is the formation of a wheal. 

That certain cases of hives are based on an allergic 
sensitization is demonstrated by the fact that (1) 
oftentimes serum from a sensitized individual, when 
introduced into the skin or other tissues of a normal 
person, will, when that individual is appropriately ex- 
posed to the allergen in question, cause the production 
of wheals in the sensitized tissue; and (2) there are 
several reports of persons who, after transfusion with 
blood from a sensitized donor, develop urticaria after 
eating the food or inhaling the substance to which 
the donor was sensitive. 

Clinically, the presence of wheals, as a rule, denotes 
a sensitization, but not necessarily so. The diagnosis 
of urticaria from a morphologic point of view is ex- 
tremely simple; however, an etiological diagnosis may 
be difficult or impossible. History may provide a clue, 
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but to do so it has to be very painstaking and meticu- 
lous. An actual diary of substances eaten or drugs used 
may be necessary. Theoretically, skin tests to show im- 
mediate type of reactivity should be of value, but in 
use such tests are generally worthless. The negative 
skin tests with the material that apparently causes the 
urticarial reaction may be explained by the following 
considerations. When a person develops an urticaria 
after eating a certain food, it is not known which 
particular element of the food causes the urticarial re- 
action or whether this material exists as such in the 
food at all, inasmuch as it may be a metabolic deriva- 
tive. In testing, simple aqueous extracts of the food 
are used, which, because of the method of extraction, 
may not contain the true antigen or, should they con- 
tain it, have it in insufficient quantity. Obviously, if the 
true antigen is a metabolic derivative, the extract can 
in no case contain it. 

In the case of a drug that causes urticaria, it is 
believed that the simple drug is not the true ellergen 
but that the true allergen is a conjugate of the simple 
drug with some bodily constituent, presumably pro- 
tein or a derivative of the drug, which has similarly 
united, Hence, in testing with a simple drug it may be 
that the appropriate conjugate is not formed under the 
conditions of the testing or, if it is formed, the rate 
at which it is formed is so slow that its rate of diffu- 
sion or destruction is greater, so that there never is a 
sufficient concentration of the conjugate at the site 
of the test to produce a wheal. In urticaria these re- 
marks apply to all types of testing for immediate 
reactivity; that is, direct testing done by scratch or 
intradermal technique or indirect testing by means of 
passive transfer. 


Erythema Multiforme 


Erythema multiforme and the multiform erythema 
group, including the migratory, figurate, and toxic 
erythemas, comprise a large group of dermatoses with 
some tenuous relationships. In many it is suspected 
that there is an allergic substrate, but there is no real 
knowledge concerning any of the underlying immu- 
nological alterations. Erythema multiforme (Hebra) is 
thought by some to be a sensitization reaction to a 
drug or to a micro-organism or derivative thereof, but 
there is little evidence to support such a hypothesis. 
It is my view that erythema multiforme (Hebra) is a 
specific entity, probably caused by an as yet unidenti- 
fied micro-organism. The Stevens-Johnson syndrome is 
generally considered to be a severe form of erythema 
multiforme, but I regard it as a multiform erythema 
and not as a severe variety of erythema multiforme. 

Regardless of its nosological position, there is some 
evidence that viruses play an etiological role. It is not 
known, however, whether the virus, if it plays an 
etiological role, does so because of a direct toxic and 
invasive effect or because of the development of a 
sensitization toward it or toward some interaction 
product formed by the virus with tissues of the host. 
With many of the conditions in this group, it is be- 
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lieved that an interplay of several factors is required 
for their development; that is, both toxic and allergic 
processes are required to produce them. These may be 
examples of composite dermatoses. Some of the clini- 
cal entities included in this group are considered to be 
id reactions. For example, it has been suggested that 
erythema annulare centrifugum (Darier) develops, at 
least sometimes, as an id reaction to an Epidermophy- 
ton infection of the feet.* 

Proof that the allergic reaction causes the cutaneous 
lesions of the multiform erythema group does not 
exist. There are reports of cases where multiform 
erythema lesions or the lesions of erythema annulare 
centrifugum have developed after exposure to an al- 
lergen, but this does not constitute proof that the 
allergic reaction per se caused the production of the 
skin lesions. Many members of this group may be sec- 
ondary allergic dermatoses or composite ones rather 
than primary. It must be admitted that very little is 
known about the pathogenesis of any of the members 
of this large group. 

It can be said in general that cutaneous tests of any 
kind are of no value in determining etiological factors. 
The clinical diagnosis of any of the members of this 
group rests solely on morphologic grounds. 


Id Reactions 


The term “id reaction” was introduced by Darier 
to denote certain cutaneous reactions which were 
thought to develop from the release of a hypothetical 
toxin from a tuberculous focus and which effected 
the alterations in the skin. Since Darier’s time this 
term has changed meaning, and even today its mean- 
ing is somewhat in a state of flux. I shall define the 
term as denoting a metastatic allergic reaction. By this 
is meant that products from a focus of infection dis- 
seminate and on localizing cause a lesion because of a 
reaction to the locally fixed antibodies. It should be 
pointed out that formal proof for this concept is, on 
the whole, lacking. Ordinarily, viable organisms are 
not found in an id reaction, because either the reaction 
develops from the localization of nonviable antigenic 
fragments of the micro-organism or, if viable organ- 
isms disseminate, they are destroyed by the allergic 
reaction they produce. While this latter view has 
often been advanced, there is little or no evidence to 
support it and considerable evidence against it. 

Theoretically, an “id” can develop in any tissue, On 
immunological grounds certain internal lesions, e. g., 
the nephritic reaction developing after a streptococcic 
sore throat, might be regarded as an id reaction. In 
this discussion, only cutaneous lesions will be consid- 
ered as ids. The suffix “id” has also been applied to 
diagnostic labels which, from an immunological point 
of view, questionably belong in this group, e. g., a sec- 
ondary syphilid. These lesions contain many viable 
treponemes, which suggests that the lesions develop 
because of the direct pathogenic properties of the 
spirochete, but it is possible that allergic mechanisms 
also play a role. 
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Erythema Nodosum 


Erythema nodosum is probably the most classic cu- 
taneous expression of an id reaction. The development 
of the lesions of erythema nodosum presumably signi- 
fy that the host has become allergically sensitized. The 
allergen in most cases is a micro-organism or a deriv- 
ative from a micro-organism; however, there is also 
evidence that erythema nodosum may develop be- 
cause of sensitization to a drug. The micro-organismal 
background for erythema nodosum varies consider- 
ably with the geographical milieu of the person in 
whom the lesion develops. For example, on the eastern 
seaboard of the United States probably most cases of 
erythema nodosum are an indication of the develop- 
ment of a sensitization to a beta-hemolytic Streptococ- 
cus, Whereas in the San Joaquin Valley they often rep- 
resent the development of a sensitization to the Coc- 
cidioides immitis fungus. 

The diagnosis of erythema nodosum is a morpholog- 
ic one. To determine the etiological background for a 
particular case of erythema ncdosum requires addi- 
tional investigation. Skin testing for delayed type of 
reactivity may be of value in this connection. How- 
ever, a positive test merely indicates that the individ- 
ual is now sensitive to the allergen in question and in 
no way proves that that allergen is causally respon- 
sible for the production of the skin lesions. If, however, 
there is a record of previous testing with the same 
material and on the previous occasion the cutaneous 
test was negative. a current positive test would be 
strong presumptive evidence that the skin lesions de- 
veloped as a consequence of a recent sensitization to 
the antigen in question, 


Cutaneous Allergic Vasculitis 


The term “allergic vasculitis” is primarily a patho- 
logical diagnosis. Under this general caption are in- 
cluded a variety of pathological manifestations with 
varying clinical expressions, Any cutaneous lesions 
belonging to this group would be labeled according 
to the morphologic picture seen, For example, urti- 
caria, purpura, and erythema multiforme are in part 
examples of an allergic vascular reaction, but none 
of these would be labeled other than with the designa- 
tions given above. In the case of periarteritis nodosa, 
various ill-defined cutaneous lesions may exist. Here 
one is more likely to employ the term “allergic vascu- 
litis” as a clinical label, inasmuch as, on morphologic 
grounds, the appearance of the lesions will not be one 
to which any of the more orthodox labels can be af- 
fixed. 

The immunological basis for the development of the 
lesions that are collectively known as allergic vascu- 
litis is not well understood. There probably are several 
mechanisms, which view appears likely when the di- 
verse clinical pictures included in this caption are con- 
sidered. A simple urticaria may arise purely from the 
effect of histamine on the capillary wall, this having 
been released by an antigen-antibody union. The de- 
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velopment of a purpura probably requires that the 
vascular endothelium participate in the allergic re- 
action. The vascular endothelium has to be affected 
in some way so as to allow the escape of formed blood 
elements. The antigenic molecule may include some 
of this tissue as a portion of its molecule, so that the 
specificity is directed at least in part against it. The 
term “allergic vasculitis,” while placing the emphasis 
on the vascular changes, includes conditions in which 
are also found extravascular pathological alterations, 
such as granulomatous infiltrates. 

The reason for believing that the lesions of allergic 
vasculitis arise because of the antigen-antibody union 
is that the lesions can be developed experimentally 
by sensitizing an animal. The sensitized animal dis- 
plays, in addition to the vascular lesions in question, 
other evidences of sensitivity. Vascular lesions of the 
tvpe under consideration have been developed in ani- 
mals passively sensitized. There are no cutaneous tests 
which would be of diagnostic aid. 


Drug Reactions 


Drug reactions are a large and important group of 
conditions. Obviously, the term “drug reactions” in- 
cludes more than cutaneous manifestations, but this 
discussion will be limited to these. It is important to 
realize that a reaction developing in a patient for 
which a drug can be shown to be causally responsible 
is not evidence that that person is allergic to that 
drug. There are many mechanisms by which a drug 
can produce a reaction. and most of these have nothing 
to do with allergy. Webster and I” have discussed 
these in some detail. 

In considering the relation cf an allergic mechanism 
to a drug reaction, it is necessary to take up the vari- 
ous morphologic types of drug reactions individually. 
For eczematous contact drug reactions the same com- 
ments apply as were given in the discussion on derma- 
titis venenata. For urticarial drug reactions, the dis- 
cussion given in the section on urticaria is relevant. 
In the case of the numerous drug reactions that consist 
of diffuse maculopapular lesions with or without vesi- 
cular or pustular components, which are usually col- 
lectively referred to as dermatitis medicamentosa, 
there is no evidence that these lesions are brought 
about because of an allergic interaction between the 
drug or a derivative of it and an antibody manufac- 
tured against it. There is merely a post hoc relation- 
ship, but beyond this the evidence does not go. 

The term “drug reaction” being a nonmorphologic 
label, the diagnosis cannot always be made on mor- 
phologic grounds. As a rule, however, a suspicion of 
a drug reaction can be entertained merely on the 
basis of appearance. To confirm this suspicion, history 
and elimination are usually required. Reexposure is 
theoretically a part of the logical chain of proof, but 
it is questionable whether in most cases forging this 
link in the chain of proof is justified because of the 
potential hazard of the procedure. This then means 
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that oftentimes it is not possible to prove beyond 
doubt that a given drug was causally responsible for a 
particular reaction. 

Skin tests are of almost no value in arriving at an 
etiological diagnosis. As was already mentioned, 
many drug reactions are of a nonallergic nature; 
consequently, there is no theoretical basis for allergic 
skin tests. in the allergic varieties of drug reactions 
the usual types of skin tests can be employed, but they 
are of little practical value. In urticarial drug reactions 
the same remarks apply as were made when urticaria 
was considered, namely, that, in use, the tests are al- 
most worthless. In eczematous drug reactions from 
the external application of the drug, patch tests are 
ordinarily positive; however, in general, they are not 
required in that the etiological diagnosis is usually 
self-evident on the basis of distribution and history. 


Atopic Dermatitis 


Of the conditions listed in table 1, there probably 
would be most argument concerning the pathogenesis 
of atopic dermatitis. The term “atopic dermatitis” was 
coined because it was then felt that the skin lesions 
were the cutaneous analogue of asthma and hay fever; 
in other words, the dermatitis developed because of 
the reaction between the Prausnitz-Kiistner antibody 
and its antigen, While this is an attractive hypothesis, 
there is no evidence to support it and much to negate 
it. First of all, the cutaneous lesions of atopic derma- 
titis are not urticarial, whereas the only known reac- 
tion between the atopic antibody and its antigen is an 
urticarial wheal. Second, none of the myriad of im- 
mediate urticarial wheal reactions that have been pro- 
duced in the skin of people with atopic dermatitis by 
the introduction of the various presumed antigens have 
ever converted or evolved into the skin lesions of 
atopic dermatitis. This concept gives rise to the para- 
dox that introducing the alleged antigen into the 
primary shock tissue with the production of the im- 
munological reaction does not result in the develop- 
ment of the lesions of the disease in question. 

It should also be realized that being an atopic in- 
dividual is neither a necessary nor a sufficient condi- 
tion for the development of the disease labeled atopic 
dermatitis. It is not a necessary condition in that 20 to 
30% of persons with the skin lesions give no personal 
or family history of atopy, nor do they display any 
immediate type of sensitivity. It is not a sufficient con- 
dition, for if it were every person with atopic asthma 
or hay fever would have the skin lesions of this disease, 
and of course the fact is that only a small percentage 
of such persons have a concomitant dermatitis. It 
might also be pointed out that all of the individuals 
with an atopic asthma or hay fever are intermittently 
or continuously inhaling or ingesting the allergens to 
which they are sensitive and yet, except in the small 
percentage already mentioned, fai] to develop any skin 
lesions, despite the fact the atopic antibody exists in 
the skin of such persons, as can be shown by direct 
skin testing. 
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Comment 


\ly views as to the pathogenesis of the skin lesions 
of atopic dermatitis are essentially those of the older 
French dermatologists, namely, Besnier, Brocq, and 
Jacquet.'® Similar ideas have recently been advanced 
by Ingram."' This concept asserts that there are two 
features in the production of the cutaneous changes. 
The first, which is by far the more important, is that 
an intrinsic, inherited (genetically determined) ab- 
normality of the skin exists. The second is irritation 
or eczematization that can be engrafted upon the 
former, The inherited abnormality of the skin predis- 
poses it to lichenification and makes such persons es- 
pecially vulnerable to pruriginous or irritating stimuli. 
In them any pruriginous stimulus can lead to the de- 
velopment of the cutaneous lesions. Continued pruri- 
tus or external irritation of one or another kind can 
produce an eczema on top of the lichenification; but 
this is a secondary phenomenon. Essentially the 
same idea was stated by Jacquet many years ago, when 
he said, “It is not the eruption that is itchy; it is the 
itchiness that is eruptive.” An antigen-antibody union, 
wv virtue of the release of histamine, can cause pruri- 
‘is, which, by inducing scratching. can yield an ecze- 
~atization of the abnormal skin; but in my opinion 
the damage of the skin of an atopic individual because 
ef antigen-antibody union happens so infrequently, 
at least in those persons beyond infancy, that it can be 
ignored. 

Skin tests for the discovery of substances responsible 
for the production of the cutaneous lesions are, in my 
opinion, worthless. Indeed, in many cases they are 
worse than worthless, in that they becloud the issue. 
Many persons with this condition, because they are 
atopic individuals, will give numerous positive im- 
mediate wheal reactions to a variety of allergens, but 
none of these are of etiological relevancy. It is only 
human, especially when the patient is doing poorly, to 
pay attention to these; consequently the patient is 
either put on a diet, which is at best useless or at 
worst nutritionally impoverishing, or is started on a 
regimen of “desensitization” shots, which again do 
nothing at best or cause unpleasant and possibly dan- 
gerous reactions at worst. Indeed, these may exacer- 
bate the skin lesions, for, while the sensitivity is etio- 
logically unrelated, it exists, and the administration of 
the antigen will cause an antigen-antibody union, with 
the release of all the substances that accompany such 
an interaction, especially histamine. This can be an 
extremely pruriginous stimulus, with attendant 
scratching and exacerbation. 


Infectious Eczematoid Dermatitis 


Infectious eczematoid dermatitis was originally 
thought to be an eczematous condition of the skin 
developing because of irritation from discharges run- 
ning over the skin surface.'* Later it was hypothesized 
that there might be a sensitization to the discharge 
or materials contained therein. The condition known 
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as nummular or herpetoid eczema had been earlier 
described. This was subsequently thought to be a 
superficial infection of the skin. In recent years the 
tendency has been to regard infectious eczematous 
dermatitis and nummular eczema as essentially the 
same, both being superficial cutaneous infections. It 
is still questionable whether an allergic element enters 
into the genesis of these lesions, although it has been 
hypothesized that the full-blown picture requires (1) 
the development of the infection, and (2) a subse- 
quent sensitization, either to the micro-organisms or 
to an interaction product of the micro-organism and 
the tissues of the host. 

The term “autosensitization dermatitis” was coined 
by Whitfield '* to denote eruptions which he thought 
developed because the host became sensitized to some 
product released from an area of injury or infection. 
This concept clearly has a kinship to the allergic hy- 
pothesis for the genesis of infectious eczematoid der- 
matitis. Theoretically, there is no a priori reason why 
an individual could not become sensitized to proteins 
or complex carbohydrates of his own body which 
have either become altered or removed from their us- 
ual anatomic locus so that they would be regarded by 
the host as alien material; but proof is lacking that 
this actually happens in the clinical entities for which 
this view has been advanced. 

The morphologic characteristics of infectious ecze- 
matoid dermatitis and nummular eczema are fairly 
precise, so that these labels can be applied on the 
basis of inspection alone. The morphologic conditions 
to which the pathogenic label “autosensitization der- 
matitis” would be applied are poorly defined, so that 
there might be a considerable disagreement as to what 
lesions would warrant such a designation, There are 
no cutaneous tests of any kind which would help to 
establish these diagnoses. 


Summary 


In “allergic” dermatoses, there can be various rela- 
tionships between the allergic process and the skin 
lesions. The true allergic dermatoses are those in 
which the skin lesions develop as a direct consequence 
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of the antigen-antibody interaction. When the relaticn- 
ship between the skin lesion and the antigen-antibody 
union is not of this nature, the allergic dermatosis is 
secondary, tertiary, or composite. This distinction is 
not merely theoretical, as the effect of an interference 
with the antigen-antibody union upon the skin lesions 
will differ according to the type of the relationship. 


1853 W. Polk St. (12). 
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Virus Theory of Leukemia.—Clinicians interested in leukemia have been impressed by similar- 
ities between leukemias and infections, as evidenced by parallel onset, course, findings, and 
episodic exacerbations and remissions. The relentless course; the never lasting therapeutic 
response; the irreversibility of the process; and the inevitably fatal outcome, by no means ex- 
clude infection. The remissions in the course of leukemia which have been observed to follow 
specific infection, whether bacterial or viral, have also been thought to suggest an infectious 
etiology. ... The relative importance of the virus as an etiologic agent is the chief problem to 
be resolved. There must then follow the identification, isolation, and purification of the virus, 
after which it will have to be determined whether a specific virus causes the different types of 
leukemias or whether the difference is one of host response. [s one dealing with one or several 
viruses when either leukemia or different types of tumors appear in different hosts after sim- 
ilar inoculation? Although we believe that there are many different viruses capable of produc- 
ing a response that is recognized as leukemia, the response of the host is at least equal in 
importance to that related to the attending agent.—S. O. Schwartz, M.D., Etiology of Leu- 
kemia: A Case for the Virus Theory, Blood, November, 1956. 
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INCIDENCE OF DISSEMINATED LUPUS ERYTHEMATOSUS 
FOLLOW-UP STUDIES INDICATING INCREASED FREQUENCY 
Alvar Svanborg, M.D. 
d 


an 
Lennart Sélvell, M.D., Goteborg, Sweden 


The frequently extremely grave disease picture 
we diagnose as disseminated lupus erythematosus 
is by no means a rarity in our hospitals today, al- 
though not many years ago this disease was re- 
garded almost as a curiosity. Is this due to improved 
diagnostic technique, or has there been an actual 
increase in the incidence of the disease? Dissemi- 
nated lupus erythematosus is not a recent discovery. 
As early as 1872 Kaposi demonstrated that certain 
cases of discoid lupus erythematosus also presented 
general pathological symptoms that could lead to 
death. In 1895, Osler described in detail the poly- 
morphism of the disease and discussed cases even 
without lupus changes. An extensive monograph 
on the disease was published in 1954 by Harvey 
and co-workers.’ 

In typical cases disseminated lupus erythemato- 
sus is a severe systemic disease with fever, usually 
without leukocytosis, and with joint symptoms, 
often with little objective manifestation but with 
pronounced subjective symptoms. In addition, there 
are various skin manifestations, polyserositis, car- 
ditis, and renal involvement. In some cases cerebral, 
intestinal, and hematological symptoms also appear. 
The etiology of the disease has not been clarified. 
An allergic genesis has been suggested, however. 
The onset of the disease is often manifested by sud- 
den appearance of allergic skin lesions. Tumulty * 
reports that medicamentous and other hypersensi- 
tive reactions are so common that this disease should 
be kept in mind in patients showing a tendency to 
hypersensitivity. Moreover, it is probable that a 
number of diseases closely related to disseminated 
lupus erythematosus may have allergic genesis. The 
relation between rheumatic fever and streptococcic 
allergy is well known. It is also considered estab- 
lished that the incidence of periarteritis nodosa has 
increased since the introduction of sulfonamides, 
and periarteritis nodosa can be induced experimen- 
tally by prolonged administration of sulfonamides 
and iodine, for instance.” 

During the last few years “symptomatic” dissemi- 
nated lupus erythematosus resulting from medica- 
tion has been described. The best known is dissemi- 
nated lupus erythematosus occurring in hydralazine 
hydrochloride therapy. The disease resulting can- 
not be clinically differentiated from disseminated 
lupus erythematosus. The pathogenic mechanism 
of the hydralazine syndrome, however, has not 
been established. It usually occurs only after ad- 
ministration of relatively large doses over an ex- 
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Three two-year periods (1938-1939, 
1948-1949, and 1954-1955) have been 
compared as to the incidence of dissemi- 
nated lupus erythematosus in a Swedish 
city. The case records of all patients with 
neuritis, fever of unknown origin, sepsis, un- 
certain diagnosis, and diseases of the heart, 
blood vessels, joints, and skin were re- 
viewed. The suspected cases so found were 
a!! followed up and the diagnosis was veri- 
fied in 24 cases by data from reexamination, 
records of later hospitalizations, or autopsy. 
The number of cases (18) during the third 
period was six times as great as that during 
the first (3) and the second (3) periods. This 
is not accounted for by the increases in the 
population of the city or by any change in 
diagnostic criteria. The authors give reasons 
for concluding that there has been a genuine 
increase in the incidence of disseminated 
lupus erythematosus. 


tended period. If the preparation is withdrawn, the 
symptoms disappear, but they usually reappear 
quickly after renewed hydralazine administration." 

Hargrave (1948) gave us an important diagnostic 
aid by demonstration of the L. E. cell. When the 
correct technique is used, a positive L. E. phenome- 
non may be considered pathognomonic of dissemi- 
nated lupus erythematosus and of the hydralazine 
syndrome.” L. E. cells have been found in some 
patients with rheumatoid arthritis without signs of 
disseminated lupus erythematosus at the time of 
investigation.” Of course, it is possible that dis- 
seminated lupus erythematosus will develop sooner 
or later in those patients. On the other hand, a posi- 
tive L. E. phenomenon is not obtained in all cases 
of definite disseminated lupus erythematosus. 

Has the incidence of the disease really risen, or 
does the apparent increase depend upon greater 
knowledge of the disease or upon improved diag- 
nostic methods? Dubois was of the opinion he 
could demonstrate that the increase was due to 
improved diagnosis, inasmuch as he found the inci- 
dence quadrupled after introduction of the L. E. 
cell test. No actual follow-up study of comparative 
material was carried out, however. Therefore, the 
investigation cannot be considered conclusive. 
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The Present Study In cases where there had been treatment in 


other hospitals we studied their records. Moreover, 
in all clinically suspicious cases the patients were 
re-called for follow-up examinations. In the in- 
stances where the patient had died we reviewed 
the autopsy reports and death certificates. In these 
latter cases, where our conclusions are based on 
the death certificates, there is, of course, a source 


In an effort to clarify this question we have insti- 
tuted a follow-up study of patients hospitalized in 
Medical Clinic II at Sahlgren’s Hospital during 
1938 and 1939, 1948 and 1949, and 1954 and 1955. 
Gothenburg is a Swedish city (population 380,000) 
having only one hospital, with two medical clinics, 


to which all patients residing in the city are re- of error. However, there were only nine deaths not 
ferred when hospitalization in a medical depart- followed by autopsy in this group of patients hos- 
ment is necessary. The cases treated in these two pitalized during the periods 1938-1939 and 1948- 
clinics are largely similar. 1949. The clinical suspicion in all these cases was 

The years 1938 and 1939 were selected because relatively slight, and if these patients had been 
they were prior to the sulfonamides and antibiotics hospitalized with the same symptoms in 1954 and 
era; 1948 and 1949 were chosen because they were 1955 it would have been impossible to diagnose 


TaBLeE 1.—Data on Patients with Disseminated Lupus Erythematosus Seen in Géteborg, Sweden, in 1938-1939, 1948-1949, 
and 1954-1955 


& = 
Z = = = = ~ = Diagnosis at Autopsy 
1 46 M 19388 + + + 64 + 19388 Sepsis; acute myocarditis; rheumatic arthritis 
2 19 M 19389 + + + + + 139 19389 =$Panearditis polyserositis 
3 47 M 1989 + -- - -- ws 198 Nephrosis: pleuritis: rheumatic heart disease; 
anemiat 
4 44 F 198 + a + _ + a + + 111 + 199 Myodegeneration of heart; pulmonary edema: 
cerebral thrombosis; renal involvement 
F 1949 + + + (+) + + 110 + ... 1950 Rheumatie arthritis: endocarditis 
6 37 M 189 + + + + + + + at + — x2 + ... 199 Disseminated lupus erythematosus 
7 25 M 194 + + + _ _ + — + — om + + 1955 Disseminated lupus erythematosus 
10 38 M 194 + -- -- + 67 + 1955 Disseminated lupus erythematosus 
11 44 F 194 + + + + + 101 -- 
13 64 M 194 + + + + —_ + — ee DO + ... WAH Disseminated lupus erythematosus 
14 32 F 194 + + + + 22 + 1954 Disseminated lupus erythematosus 
66 M 195 + + + + 107 +  ... 1956 Disseminated lupus erythematosus 
18 41 M 195 + + + — 130 + 
72 M + — + ~ + + _ + 69 + + 
21 58 M 195 + = a ~ _ + + + 71 + — 1955 Disseminated lupus erythematosus 
22 M 195 + + + — + — + + 
4 M + + + — - + = + wearer 
*+=Normal or low WBC in patients with high fever. + According to death certificate. 
the first years from which roentgenograms are disseminated lupus erythematosus from the symp- 
available for follow-up study. We reviewed all tom picture. The death certificates were filed by 
records in cases where the pathological picture physicians in practice in the city. The causes of 
might conceivably have represented a partial phe- death reported on the certificates give no reason to 
nomenon in disseminated lupus erythematosus. The suspect that the cause of death in any case was 
case records reviewed were those of patients with disseminated lupus erythematosus or that the pa- 
cardiac and vascular disease, pulmonary disease, tient exhibited symptoms of this disease. It should 
neuritis, joint disease, skin diseases, fever of un- __ be pointed out also that these patients would in all 
known origin, sepsis, and uncertain diagnosis. , probability have again been hospitalized if the 


In each case in which the diagnosis did not pri-  }~ pathological picture had been as dramatic as it is, 
marily preclude disseminated lupus erythematosus, j;  @8 4 rule, in fatal cases of disseminated lupus ery- 
as for example arthritis deformans or lumbago- thematosus. 
ischialgia, we sent a questionnaire to the patient Results 
requesting information on subsequent hospitaliza- } Table 1 shows the number of cases of probable 
tion, if any, and on present physical condition. We ‘ — disseminated lupus erythematosus during the 
succeeded in the end in tracing all patients. a ‘ above-mentioned years. Thus, during the first two- 
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vear period three cases were treated. During the 
second two-year period there were also three cases. 
During the 1954-1955 period there were altogether 
18 cases. If these figures are considered in relation 
to the population in the area served and the num- 
ber of patients admitted during the respective 
periods, the probability that an increase in inci- 
dence actually occurred is statistically significant 
at the 1% level (table 2). 


Comment 


It is important to emphasize that in the present 
investigation the diagnoses are based on the clin- 
ical picture and in the earlier material on the post- 
hospitalization course as well. In no case was the 
diagnosis based on an atypical clinical picture with 
a positive L. E.-cell phenomenon. Accordingly, in 
our opinion, the diagnostic criteria have been the 
same throughout. 

The diagnosis of disseminated lupus erythemato- 
sus in the material from 1938-1939 and 1948-1949 
has been made even in doubtful cases on the basis 
of a study of the continued course of the disease. 
(As may be seen from table 1, the diagnosis was 


Taste 2.—Total Population, Clinic Population, and Cases of 
Disseminated Lupus Erythematosus in Gothenburg During 
Years Studied 

Patients with 


Patients at Disseminated 
ical 


Total Medica ipus 
Yr. Population Clinie Il, No. Erythematosus, No. 
275,798 1,643 1 
1938..... Trey PSO 1,622 2 


established in only one of the patients at the time 
of hospitalization.) It is highly probable that a 
similar review of the material from 1954-1955 after 
10 years would show an even higher incidence of 
disseminated lupus erythematosus, inasmuch as the 
initiai symptoms in this disease can be relatively 
insignificant. Therefore, it would seem there has 
been a real increase in the incidence of dissemi- 
nated lupus erythematosus. 

It is impossible, of course, to express a definite 
opinion as to the cause of the increase as long as 
the etiology of the disease is uncertain, but if we 
accept a toxic or allergic or immunological patho- 
genesis and consider that people today are increas- 
ingly in contact with such materials as sulfona- 
mides, antibiotics, preservatives, and dyes, it would 
seem possible that therein may lie the cause of the 
increased incidence. 

The number of patients with disseminated lupus 
erythematosus in this investigation is not great. On 
the other hand, we have a more or less closed 
population in Gothenburg, with all of the inhabi- 
tants coming to the one hospital. Therefore, we 
succeeded in tracing all patients for follow-up 
study, which certainly would not have been pos- 
sible if the town and the hospital had been larger. 


J.A.M.A., Nov. 2, 1957 


The fact that our results are based upon a follow- 
up study where we succeeded in tracing all patients 
is the best argument for our conclusion. 


Summary 


Through a follow-up study of patients hospital- 
ized during 1938 and 1939, 1948 and 1949, and 1954 
and 1955, the incidence of disseminated lupus 
erythematosus during these years is estimated. All 
patients in whom the pathological picture might 
conceivably have been a partial phenomenon in 
disseminated lupus erythematosus were followed. 
It was possible to trace all patients. Through eval- 
uation of the continued course of the disease and 
the present condition of the patient or a review of 
autopsy results or death certificate in each case, the 
incidence of disseminated lupus erythematosus is 
determined. 

There were three patients in 1938 and 1939 and 
three in 1948 and 1949 in whom disseminated lupus 
erythematosus might be suspected. In 1954 and 
1955 the hospital treated 18 patients (9 in 1954 and 
9 in 1955) in whom the definite diagnosis was dis- 
seminated lupus erythematosus. The diagnosis was 
established on the basis of a typical clinical picture 
and not on the basis of recently developed clinical 
aids such as the L. E.-cell phenomenon. The diag- 
nosis in cases from 1938-1939 and 1948-1949 was also 
based on the continued clinical course. It seems 
probable that a similar follow-up of patients hospi- 
talized in 1954 and 1955 after 10 or 20 years would 
further raise the number of disseminated lupus ery- 
thematosus cases from these years. If these results 
are considered against the background of the magni- 
tude of the populticn in Gothenburg and the num- 
ber of patients hospitalized during the years in ques- 
tion, the probability of a real increase in incidence 
is statistically significant at the 1% level. 

Aschebergsgatan 48 ( Dr. Svanborg ). 
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CASE REGISTRY FOR RHEUMATIC FEVER AND GLOMERULONEPHRITIS 


Milton S. Saslaw, M.D., Miami, Fla. 


Accurate incidence rates of rheumatic fever are 
difficult, if not impossible, to obtain. The diagnosis 
of the disease cannot be substantiated by any specific 
test, and the final evaluation often depends on the 
impression of the attending physician. More impor- 
tant than this difficulty of diagnosis, however, is the 
failure of the state to require the reporting of rheu- 
matic fever, at least in many states. Even in those 
states in which each episode of the disease must 
be registered, there appears to be considerable laxity 
in reporting. 

Since we know so little of the etiology, pathogenicity, 
and diagnosis of rheumatic fever, any information on 
frequency, as, for example, in relation to different 
climatic areas, may be invaluable in directing and 
assisting in the investigation of vital problems of 
cause and mechanism of disease occurrence. 

To these ends, I have instituted a voluntary pro- 
cedure for accumulating a reasonably adequate inci- 
dence rate of acute rheumatic episodes, for the 
Greater Miami, Fla., area. Because of the close 
parallelism between acute hemorrhagic nephritis and 
rheumatic fever, information was collected concerning 
both diseases. 

Method 


The list of members of the Dade County Medical 
Association was reviewed for the type of practice in 
which each physician was engaged. The name of each 
doctor whose specialty was listed as general practice, 
internal medicine, cardiology, pediatrics, orthopedics, 
or urology was typed on a 3-by-5 index card, with the 
physician's phone number entered on the card. Ortho- 
pedists were included in the study because of the 
occasional patient with rheumatic joint pains who 
might seek medical care initially from a specialist in 
bone disease; similarly, glomerulonephritis might first 
be detected by a urologist. 

Starting Sept. 1, 1955, each of the physicians in- 
dexed was contacted by telephone, briefed on the 
purpose and method of the registry, and asked for 
his cooperation. Only one physician refused to partici- 
pate in the investigation. 

The roster of new membership applications to the 
Dade County Medical Association was reviewed 
monthly, and additional physicians were indexed ac- 
cording to their specialties. By Oct. 1, 1956, 13 months 


Read before the fifth Inter-American Congress of Cardiology, 
Havana, Nov. 12, 1956. 


The frequency of episodes of acute rheu- 
matic fever and acute glomerulonephritis in the 
region about Miami, Fla., was studied by 
establishing a registry with the cooperation of 
physicians and hospitals. Monthly reports were 
obtained over a period of 13 months, during 
which 17 acute attacks of rheumatic disease 
and 18 of glomerulonephritis were reported. 
These low frequencies were striking in view of 
the fact that group A beta-hemolytic strepto- 
cocci have been recovered from the throats 
of more than 40% of a group of school chil- 
dren between the ages of 6 and 9 years. 
Autopsies reveal a lower frequency of heart 
lesions due to rheumatic disease in persons 
born in Florida than in those born elsewhere. 
Establishing similar registries in other parts of 
the country would yield valuable data as to 
geographic factors in disease. 


after the start of the program, a total of over 450 
physicians were taking part in the case register. In 
addition, each of the 13 hospitals in Dade County 
participated. 

From Oct. 1, 1955, through Sept. 30, 1956, each hos- 
pital and physician was contacted at monthly inter- 
vals, and the appropriate index card was stamped with 
the date of phoning. If no case of acute rheumatic 
fever or glomerulonephritis had been treated during 
the preceding month, the index card was returned to 
the file for use the following month. If a patient had 
been treated for, or suspected of having, either of 
these two diseases, the name of the patient was re- 
corded in a special register, together with the address, 
age, sex, race, and treating physician. Within a few 
days, the treating physician was contacted again by the 
physician in charge of the case register for detailed 
information as to the mode of onset, history, symptoms, 
treatment, and progress of the patient's illness. The 
attending physician's index card then was returned to 
the files for use the following month. 


Results 


Rheumatic fever was reported 47 times between 
Sept. 1, 1955, and Oct. 1, 1956. Of this number, how- 
ever, final diagnoses were corrected by the treating 
physician to conditions other than rheumatic fever in 
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eight cases. Another 22 reported instances were for 
treatment of congestive cardiac failure due to chronic 
progressive rheumatic cardiac decompensation or other 
complications, but not to acute rheumatic fever epi- 
sodes. Definite acute episodes occurred 11. times; 
possible acute episodes numbered 6. Thus a total of 17 
definite and possible acute attacks of rheumatic fever 
were recorded in 13 months in Greater Miami. 

During the same period, acute hemorrhagic glo- 
merulonephritis was reported in 30 patients. In 12 
instances, the diagnosis was corrected or the disease 
was in a chronic progressive stage. Eighteen episodes 
of acute nephritis had occurred in 13 months in 
Greater Miami. 

The age distribution of the 17 patients suffering from 
rheumatic fever and of the 18 with nephritis is shown 
in the table. In the 6-to-9-vear age group, there were 
three rheumatic and six nephritic episodes. 


Comment 
The intensive use of the case register has provided, 
we believe. reasonably accurate data relative to the 
incidence of acute rheumatic fever and acute hemor- 


Number of Patients with Definite or Suspected Acute Episodes 
of Rheumatic Fever or Glomerulonephritis 
Tabulated According to Age 


Age Rheumatie Fever Glomerulonephritis 


Guede en 3 6 


rhagic glomerulonephritis in Greater Miami. The re- 
cording of only 17 acute rheumatic and 18 acute 
nephritic episodes indicates that these diseases were 
comparatively rare or that the attacks were so mild 
they went unrecognized. 

The infrequency of these illnesses would lead to the 
conclusion that few group A beta-hemolytic strepto- 
cocci are to be found in the southeast Florida area 
since a relationship between these organisms and the 
two diseases is believed to exist. However, in a con- 
current study, between October, 1955, and May, 1956, 
by culturing throat swabs taken from 100 6-to-9-year- 
old children each month for eight months, we re- 
covered group A streptococci from the throats of 
14.25% of 800 children in this specific age group. 
A similar monthly isolation rate (14.16%) was obtained 
from the throats of 333 children in the same age range, 
from whom swabs were taken monthly for eight 
months. Of these 333 children, in 41.1% at least one 
culture during the eight-month school year showed 
presence of these organisms. In the same age group, 
the register revealed only three children with rheu- 
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matic disease and six with nephritis. Therefore, the 
low incidence of reported attacks of the two diseases 
cannot be attributed to the absence of group A 
streptococci in this region. 

If the low reported frequency of rheumatic fever in 
Miami is specious and actually due merely to the 
mildness of attacks of the disease which results in 
failure of the physicians to recognize the condition, 
observations at postmortem examinations should reveal 
cardiac damage due to rheumatic disease in native- 
born Floridians more often than is reflected by the 
clinicians’ reports. However, Johnson and L' recently 
demonstrated that autopsies performed on those who 
had been born in Florida showed far fewer cardiac 
lesions due to rheumatic disease than did autopsies on 
those who had been born outside Florida. 

Despite the high rate of recovery of group A beta- 
hemolytic streptococci from the throats of children 
living in Miami, the case register of acute rheu- 
matic and nephritic episodes occurring during the 
course of the period Sept. 1, 1955, to Oct. 1, 1956, 
provides strong evidence of the intrequency of these 
diseases. 

The case register is a method of investigation of 
incidence of these diseases which could be carried 
out in other geographical locations and_ climatic 
environments, so that comparative studies might be 
done with greater accuracy and ease than is now 
possible. 

Summary 

A registry was maintained of each episode of acute 
rheumatic fever and acute glomerulonephritis in 
Greater Miami, Fla., from Sept. 1, 1955, to Oct. 1, 
1956. Over 450 physicians and 13 hospitals were 
surveyed monthly. 

Reported during the 13-month period were 17 acute 
attacks of rheumatic disease and 18 acute attacks of 
glomerulonephritis, either definite or suspected. Of 
these, three cases of rheumatic disease and six of 
nephritis were reported in children aged 6 to 9. In the 
same age group, a concurrent study of group A beta- 
hemolytic streptococcic isolation rates revealed the 
presence of these organisms in over 40% of the throat 
cultures taken from children attending Dade County 
public schools. 

The method of case registry employed provides a 
means for comparing similar data collected in different 
geographical areas. 

4250 Flagler St. (34). 

This study has been supported in part by a U. S. Public 


Health grant. 
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CLINICAL NOTES 


THE UNRELIABILITY OF TACTILE TENSION 


James E. McDonald, M.D., Oak Park, Il. 


and 


Wayne M. Caygill, M.D., Chicago 


There is a widespread belief among the medical 
profession including some ophthalmologists that 
the determination of ocular tension by palpation 
through the lids offers a fairly reliable estimation 
of the level of intraocular pressure for the diagnosis 
of glaucoma. Numerous patients with failing vision 
are seen with irreparable glaucomatous damage to 
the optic nerve because of undiagnosed glaucoma. 
Most of these patients have open-angle or chronic 
simple glaucoma because the insidious nature of the 
disease had given them no warning. A significant 
number have lost visual field progressively because 
someone missed the diagnosis by relying on the tac- 
tile method of estimating ocular tension. The nor- 
mal intraocular pressure ranges up to about 27 mm. 
Hg as measured with the Schigtz tonometer. In 
untreated cases of chronic simple glaucoma (open- 
angle) the tension usually runs higher than this. 
Although pressures in this condition may range up 
to 60 mm. Hg as measured with the Schigtz to- 
nometer, a majority are found to be in the range 
from 28 to 35 mm. Hg. The patients whose intraocu- 
lar pressures fall in the latter group have pressures 
which are very close to normal. 

Patients with narrow-angle glaucoma may have 
pressures above 80 mm. Hg during an acute attack. 
In the interval before or between attacks, the pres- 
sure is often found to be slightly elevated or even 
normal. It is in these near normal cases that accu- 
rate evaluation of the ocular tension becomes im- 
portant for the diagnosis. Because tactile estimation 
of the ocular tension is widely done, an assessment 
of its accuracy is presented. 


Tactile and Tonometric Findings 


We were able to find one similar study ' in the 
German literature. In this, tactile determinations of 
tension were made by five doctors on 316 eves for 
a total of 1,000 determinations. These were then 
checked with the Schigtz tonometer and the results 
evaluated. The authors found the average error ex- 
pressed in per cent was +33. Further analysis 
of their figures showed that the actual error in mil- 
limeters of mercury averaged 9.4 in eyes with low 
pressure and approached 4 in eyes with normal 
tension and that in the higher tension range 18.3 
was the average. 


From the Department of Ophthalmology, University of Illinois, 
and Illinois Eye and Ear Infirmary. Dr. Caygill is now at Oakland, Calif. 


It became evident that in the low-tension group 
the intraocular pressure was generally overesti- 
mated, while in the higher tension group it was 
underestimated, whereas, within the limits of the 
normal intraocular tension, the average estimated 
tactile tension was nearest to the tonometric find- 
ing. It should be pointed out that in this group of 
patients, which represented an average eve clinic 
population, there would be a relatively small per- 
centage of glaucoma patients. Also, each of the five 
physicians making the tactile determinations aver- 
aged 200 such determinations and would presumably 
be able to improve his efficiency in this procedure. 

Our study was similar except that 21 different 
examiners were asked to estimate the tension by 
tactile examinations on patients with glaucoma at 
the Research and Educational Hospitals and the 
Illinois Eve and Ear Infirmary of the University of 
Illinois, Chicago. For statistical purposes, each ex- 
aminer was asked to give a numerical estimation in 
millimeters of mercury of his tactile tension finding. 
The findings on each patient were then checked 
with the Schigtz tonometer, and the results were 
recorded. The doctors were not informed of the 
results of their determinations until they had fin- 
ished their quota of patients so that they could not 
improve their ability by experiences gained during 
the determinations. 

All patients examined had glaucoma or were 
strong glaucoma suspects. The vast majority were 
under treatment to reduce their ocular tensions. 
This fact was known to the examining physicians. 
Our examiners for the mest part were ophthalmolo- 
gists of varving degrees of experience. Included in 
the group were two full professors of ophthalmolo- 
gy, three assistant professors of ophthalmology, 
three clinical assistant professors, four clinical in- 
structors or clinical assistants, five residents in 
ophthalmology, one intern rotating on the eve serv- 
ice, one resident in the department of medicine, and 
two senior medical students. Of this group, several 
are deservingly considered authorities on the sub- 
ject of glaucoma. 

Results 


Five hundred twenty-four eyes were examined in 
this manner. The average of Schigtz tensions of pa- 
tients seen in the glaucoma clinic during the study 
was 25.2 mm. Hg with a range from 5 to 66 mm. Hg. 
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Table 1 gives a summary of our results. The num- 
ber of eves examined by each physician is listed in 
the second column and depended primarily on the 
physician’s availability at the time the tests were 
being done. The third column represents the mean 
deviation of each physician's estimate from the 
tonometer reading. For example, a physician who 
called one eye tension 10 points higher than a 
tonometer reading showed and another one 8 points 
lower would have a mean deviation of 18/2 or 9 
mm. Hg for these two determinations. The mean 
deviation varied from 1.4 mm. Hg tor one of the 
clinical assistants of ophthalmology (L) (only 8 eves 
tested, all of which were in the normal range 
tonometrically) to 11.4 mm. Hg for one of the senior 
medical students (T). 


TACTILE TENSION—McDONALD AND CAYGILL 
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umn. All physicians averaged an error of 15 mm. Hg 
on the high side and 19 mm. Hg on the low side on 
the poorest evaluation of the intraocular tension. 
The extremes for the group were +26 and —37 
mm. Hg. 

Pressures Thought by Palpation to Be Elevated. 
—We were interested in finding how accurate a phy- 
sician was in those cases in which he felt by palpa- 
tion that the pressures were elevated. Of the 186 
eves which the examining physicians felt the pres- 
sure was 28 mm. Hg or over by tactile tension de- 
termination alone, only 67 (36%) were found by the 
tonometer to have elevated pressures. Tonometer 
determinations showed that pressure in the remain- 
ing 119 (64%) eyes was actually 27 mm. Hg or less. 
Of this group, 89, or 48%, were 25 mm. Hg or less; 


Tanee 1.—Results of Tactile Examination on Fifty-two Eyes 


Eves 
Exomined, 


Physician 
Assistant Professor of 
D Apsistant Professor Of 
E Assistant Professor of 
F Clinieal Assistant Professor of Ophthalmoloyy.................. 
Clinieal Assistant Professor of 
H Clinical Assistant Professor of Ophthalmology.................. 
! Clinieal Instructor of 
J Clinieal Instructor of 
K Clinical Assistant of Ophthalmology................cccccecceees: 
S Senior Medical Student 
Senior Medical Student 
U Medical Resident 

Totals 


~ 


Mean Deviation of Standard Deviation ot 
Physician’s Estimate Physician's Estimate 
trom Tonometrie from Tonometrie 


Reading, Mm. Hg Reading, Mm. Hg Range of Deviation 


yi 9.7 +23 to —16 
8.0 11.8 +20 to —37 
7.7 9.6 +17 to —23 
7.8 10.4 +18 to —36 
6 7.0 +18 to —10 
91 10.7 +18 to —28 
7.4 9.5 +15 to —25 
1 6.0 +12to—4 
8.1 9.5 +18 to —20 
8.2 7.6 +10 to —26 
5.0 jos +12 to —12 
1.4 2.0 +2to—4 
61 +12 to —14 
35 | +14 to —10 
5.2 6.6 + 5to —13 
50 8.3 +13 to —15 
4.7 6.7 +20 to —13 
6.2 9,2 + 4to —31 
91 10.9 +31 to —10 
11.4 13.4 +2% to —l4 
+15 to —2S 
6.8 9.2 +15 to —19 


This ability to accuretely diagnose the tension 
tactilely did not seem to depend on the physician’s 
experience, since the authorities in the field did 
more poorly than the onhthalmology residents. It 
did to a certain extent denend upon the number of 
eves with high tension which each examiner hap- 
pened to get. There was noted a tendency to be 
more in error on the eyes with higher tension. 
The over-all meon deviation weighted for the num- 
ber of eyes examined by each physician was 6.8 
mm. Hg. 

The fourth column represents the standard de- 
viation of each examiner from the tonometric read- 
ing. The bottom figure in this column is the stand- 
ard deviation of all the estimations from the tono- 
metric finding. The last column, indicating the max- 
imum deviations both on the high side and on the 
low side of the Schigtz reading, shows considerable 
individual variation even for each doctor. The av- 
erage of these extremes is at the bottom of this col- 


50, or 27%, were 20 mm. Hg or less; and 14, or 86%, 
were 15 mm. Hg or less. In this group there was a 
marked tendency to overestimate the tension, giv- 
ing 48 to 64% false positives, depending on the di- 
viding line of what might be considered an abnor- 
mally high and a normal tension. Using a more 
conservative figure of 20 mm. Hg or under by the 
tonometer as pressure in an eye beyond suspicion 
of glaucoma, we found that the pressure in 27% of 
the eyes was erroneously diagnosed by tactile ten- 
sion as being elevated, 

Table 2 illustrates the 14 cases in which the pres- 
sure was estimated tactilely as being 28 mm. Hg or 
over and was found by the tonometer to be under 
15 mm. Hg. We see in this group that there was a 
general distribution of the examining doctors who 
were overconservative in their estimation of the 
tension; that is, they were more inclined to call 
pressure in an eye elevated rather than risk missing 
an elevated pressure by being more conservative. 
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The results of this group indicate that, knowing that 
these patients had glaucoma, there was a tendency 
to estimate the tensions too high. 

Pressures Found by Tonometer to Be Elevated.— 
We were interested in finding how accurate the 
physicians were in estimating eye pressure found to 
be elevated by the tonometer. There were 141 pa- 
tients who were found by a Schigtz tonometer to 
have a tension in the eves of 28 mm. Hg or over. 
The pressure in only 66 (47%) eves was correctly 
estimated as being elevated to 28 mm. Hg or over. 
The remaining 75 (53%) eves were estimated to have 
pressures of 27 mm. Hg or less on tactile examina- 
tion by the examining physicians. Of this group, 56, 
or 40%, had pressures of 25 mm. Hg or less; 26, or 
18%, 23 mm. Hg or less; and 13, or 9%, 20 mm. Hg 
or less. Depending on where we consider the divid- 
ing line between a normal and a suspicious tactile 
tension reading, we can say that 40 to 53% of the 
patients who had pressures of 28 mm. Hg or over 
(therefore, presumably glaucomatous) were missed 
by tactile determination. To take a more reasonable 
figure, 18% were missed if we consider a tension of 
23 mm. Hg or under beyond suspicion of glaucoma, 
while 9% represent serious misses by anyone's 
standards. 

Table 3 illustrates those serious errors in which 
the tension was 28 mm. Hg or over by the Schigtz 
tonometer and called 20 mm. Hg or under tactilely. 
By any ophthalmologist doing tonometry only when 
the pressure was felt to be elevated or suspicious, 
these would all represent serious oversights of glau- 


TaBLe 2.—Fourteen Cases of Low Intraocular Pressure in 
Which the Pressure Was Erroneously Estimated® 


Actual Min. Hg 


Estimated Tension 
by Schiotz I 


‘actile Method, 


Physiciant Tonometet Min. Hg 
13 35 
13 35 
13 30 
15 30 
13 28 
1 28 
1 30 


* Erroneously estimated by palpation as over 28 mm. Hg. 
+See table 1 for explanation of letters. 


coma cases. The psychological factor cannot be esti- 
mated quantitatively but must operate here to make 
these percentages unusually small. That is, the fact 
that the physician knew that these patients had 
glaucoma or were glaucoma suspects would tend to 
lead to a higher tactile reading. We feel that in 
routine office practice where the incidence and, 
therefore, the index of suspicion for glaucoma 
would be less that many more cases of glaucoma 
would be missed by diagnosis by tactile tension 
alone. 


TACTILE TENSION—McDONALD AND CAYGILL 1133 


Comment 


These findings are consistent with the belief 
shared by the vast majority of ophthalmologists in- 
terested in the problem of glaucoma that tactile 
tension has a high degree of unreliability. This is so 
great, even among ophthalmologists with much ex- 
perience in the field of glaucoma, that routine to- 
nometry should be substituted for tactile tension 
determinations in all patients over 40 years of age 
entering the office. The prevalence of undetected 
glaucoma in the population over 40 years of age 


TasLe 3.—Thirteen Cases of Elevated Intraocular Pressure 
in Which the Pressure Was Erroneously Estimated® 


Actual Mm. He 
by Schiotz 


Estimated Tension 
Tactile Method, 
Mm. Hyg 


Physiciant Tonometer 
32 
32 18 
30 20 
31 18 


* Erroneously estimated by palpation as over 28 mm. H¢g. 
+ See table 1 for explanation of letters. 


(2%) * suggests that routine tonometry should be 
part of the general physical examination much in 
the same way that routine chest x-ravs or routine 
urinalysis is done. This has been suggested by 
Berens and Tolman * and others.‘ In patients over 
40 years of age, the general physician is obligated 
either to take the tension himself with a Schigtz 
tonometer or with the new Berens-Tolman screen- 
ing tonometer now available for the general prac- 
titioner or to see that his patients get to an ophthal- 
mologist who will do routine tonometry in the 
course of an examination for glasses. Our results 
indicate that tactile tension is no substitute for 
routine tonometry. 
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DEATH FROM INTRA-ABDOMINAL HEMORRHAGE SIMULATING 
REACTION TO CONTRAST MEDIUM 


Robert W. Counts, M.D., Gordon B. Magill, M.D. 


Robert S. Sherman, M.D., New York 


In recent years a number of reports’ have ap- 
peared implicating intravenously administered con- 
trast mediums in urography as the cause of death in 
patients. The present report is made because it dem- 
onstrates the problem which may arise in differen- 
tiating clinically between an acute reaction due to 
the injection of contrast material from other condi- 
tions which it may simulate. In certain respects the 
following case is similar clinically to some in which 
death has been reported as due to contrast mediums 
although reasonable proof was not available to es- 
tablish the exact mechanism of death. On the other 
hand, the present findings were also very much like 
those in other instances in which autopsy was done 
and death seemed definitely attributable to the con- 
trast medium.” 


Report of a Case 


A 28-year-old male was admitted to Memorial Center for 
treatment of generalized metastases. Approximately one 
month previously at another hospital an exploratory laparot- 
omy had disclosed a nonresectable, retroperitoneal tumor, 
the biopsy sections of which were interpreted as choriocar- 
cinoma by Dr. F. Foote. In the interim, liver enlargement 
was detected and there was x-ray evidence of pulmonary 
metastases. On admission to Memorial Center the patient 
was anemic, but there was no suspected or known bleeding 
source. The hemoglobin level was reported as 8.2 Gm. per 
100 ce., bleeding time 22 seconds, and clotting time 9% min- 
utes. The patient was given blood transfusions and other 
supportive therapy, and then, three days after admission, he 
was sent to the x-ray department for an excretory urogram. 

A preliminary conjunctival test for sensitivity was nega- 
tive. Approximately five minutes after the intravenous in- 
jection of 30 cc. of sodium diatrizoate the patient developed 
epigastric pain, perspired profusely, became dyspneic and 
cyanotic, and was found to be in shock. It was believed that 
the sudden onset of this acute state probably represented a 
severe reaction to the contrast medium. Therefore, he was 
promptly given diphenhydramine hydrochloride and epine- 
phrine, with very little or no clinical improvement but with 
some rise in blood pressure. After his return to the ward he 
was given oxygen, arterenol (norepinephrine), hydrocorti- 
sone, and tripelennamine (Pyribenzamine), with return of 
blood pressure to normal and some clinical improvement. 
Subsequently, however, his condition rapidly deteriorated 
and he died in shock about four hours after the onset of the 
acute episode. 

At autopsy and histological examination the diagnosis of 
retroperitoneal choriocarcinoma was verified by the depart- 
ment of pathology. Bloody fluid estimated at 3,500 cc. was 
present in the peritoneal cavity. There were multiple hemor- 
rhagic nodules in the liver, the largest of these measuring 7 
cm. in diameter. A rent was found in this nodule out of 
which blood gushed when the liver was compressed. It was 


From the Department of X-ray Diagnosis and the Chemotherapy 
Service, Memorial Center for Cancer and Allied Diseases. 


established that death was due to spontaneous rupture of 
this metastasis with massive hemorrhage. Blood was found 
in the small intestine, but its exact source was not deter- 
mined. Its entry by means of the bile ducts was postulated. 


Summary 


A death occurred in which the clinical picture 
was similar to cases wherein death was attributed to 
intravenous injection of contrast mediums. In this in- 
stance, however, the cause of death was proved to 
be hemorrhage from a liver metastasis. 


444 E. 68th St. (21) (Dr. Sherman). 


Liver with metastatic deposits. 
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SPECIAL ARTICLE 


Early in 1957 the Project Advisory Committee of the Joint Blood Council initiated a postal 
card survey designed mainly to ascertain the extent that human blood is used for medical 
purposes in the continental United States and in the territories and possessions. Leonard W. 
Larson, M.D., Bismarck, N. D., president of the Council, had previously appointed Frank 
E. Wilson, M.D., Washington, D. C., the executive vice-president, as chairman of the com- 
mittee, and the following other members, representing the five organizations that joined 
together in 1955 to establish the Council: for the American Association of Blood Banks, 
James J. Griffitts, M.D., Miami, Fla.; American Hospital Association, Roger W. DeBusk, 
M.D., Detroit; American Medical Association, Max M. Strumia, M.D., Bryn Mawr, Pa.; 
American National Red Cross, David N. W. Grant, M.D., Washington, D. C.; American So- 
ciety of Clinical Pathologists, Kenneth M. Brinkhous, M.D., Chapel Hill, N.C. Dr. Larson 
also appointed George W. Hervey, Sc.D., Red Cross national headquarters, Washington, 
D. C., and Frank G. Dickinson, Ph.D., American Medical Association, Chicago, as consul- 
tants. 

Dr. Wilson functioned as director of the survey and Commander Paul T. Rees, U. S.N. 
(Retired), Washington, D. C., of the Council’s staff, as associate director. 

The ensuing report contains abundant authoritative information to invite the attention of 
agencies engaged in blood procurement and distribution, the medical and public health pro- 
fessions, and organizations and individuals interested in blood as a national resource. 


BLOOD TRANSFUSIONS IN THE UNITED STATES 


Background 


Any committee that essays to discuss the subject 
of blood procurement in the United States faces an 
anomalous situation. Across the United States the 
machineries for collecting, processing, and distribut- 
ing blood for medical use are either community 
sponsored or so organized as to create a certain 
awareness that these machineries function in the 
public welfare. Yet on a specified day the individ- 
uals who give blood represent only a minor portion 
of the people whose age range and health would 
allow them to qualify. Those who do present them- 
selves are predominantly men, most of whom have 
donated previously—not unusually three, four, or 
more times. Despite weaknesses in the donor re- 
cruitment systems, resulting in the very tew carrying 
the burden for the many, the established agencies 
by hard work have managed to perform their 
economic mission. 

Seasonal factors and inventories which are short 
with respect to blood of a particular group and 
type may cause occasional, temporary disruptions 
to the supply, but by and large the distributors are 
able to meet the requests for blood, which come 
chiefly from hospitals. (Here the word hospital 
means, without qualification, an institution in which 
patients receive medical or surgical care. A com- 
paratively small quantity of blood is used in phy- 
sicians’ offices. The data reported to the Joint 
Blood Council probably include most of such blood. 


A report by the Project Advisory Committee of the Joint Blood Coun- 
cil, Washington, D. C. 


Frequently a user bears a physician's name, fol- 
lowed by “Hospital” or “Hospital and Clinic.” ) 
That demand has grown, probably less through 
increased blood usage per hospital or per bed and 
more through expanded facilities, that is, new hos- 
pitals and enlargement of old. 

During the six years which have elapsed since 
the American Medical Association published na- 
tional survey figures,’ various writers and speakers 
at medical meetings have speculated on the total 
quantity of blood used. In this question and in 
sundry details connected therewith the Joint Blood 
Council has maintained a special interest. A year 
ago the Council authorized its Project Advisory 
Committee to lay plans for ascertaining by a com- 
prehensive schedule needed facts concerning tech- 
nical procedures, personnel policies, donor recruit- 
ment, reciprocity, and other facets of transfusion 
services, whatever their type. 

Before embarking on such an extensive investiga- 
tion, however, the Council instructed the commit- 
tee to send a postal card inquiry to all known 
hospitals in the continental United States and in 
the territories and possessions. Simply framed, the 
questions on the card aimed at determining (1) 
how many transfusions were given in the calendar 
vear 1956; (2) the sources of the blood supply; 
and (3) the proportionate supply (percentage ) 
from each source. In addition, the smaller inquiry 
promised to afford a suitable basis for determining 
which hospitals should later receive the detailed 
schedule. After several months preparation, includ- 
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ing consultation with numerous adv:scrs, the com- 
mittee, in August, 1957, distributed the schedules 
printed for the Council's more comprehensive proj- 
ect, work on which will continue well into 1958. 
(The project is being supported in part by a re- 
search grant, W-76, from the Division of Hospital 
and Medical Facilities, U. S. Public Health Service. 
The separate postal card inquiry reported upon 
herein was likewise supported by the same grant. ) 


Material 


For mailing purposes the committee utilized lists 
published by five different organizations,’ an un- 
published list made available to the Council, and 
metropolitan telephone directories. Altogether the 
Council's initial roster contained nearly 9,600 hos- 
pital names and addresses. Correspondence sub- 
sequently revealed that many hospitals (small, 
nongeneral) used no blood or had “gone out of busi- 
ness.” A few missed earlier turned up. On finishing 
the revision, 8,568 remained as the pertinent total 
for the continental United States and 127 for the ter- 
ritories and possessions. Inasmuch as preparation of 
the final roster entailed the expenditure of consider- 
able time and labor, these figures can be accepted 
as practically correct for the year 1956. 

On Jan. 4, 1957, the postal cards were sent to all 
the hospitals. Those that came back containing the 
requested data the staff allocated to categories 
corresponding to the sources of blood supply. 
Printed identifying letters and definitions had en- 
abled the respondents actually to do their own 
coding; hence the acquired material, except for 
minor editing, was already adapted to the following 
classification of blood sources: (A) blood collected 
by reporting facility; donors not paid; (B) hospital 
other than reporting facility; (C) Red Cross re- 
gional center; (D.) community or nonhospital blood 
bank; (E) commercial blood bank; and (F) paid 
donors; blood collected by reporting facility. 

As printed on the distributed cards, E and F 
were together in one class. When in that category 
and no commercial blood bank was named, the 
respondent usually stated that the donors were paid 
directly. Since the data for the two categories were 
so distinct, E and F are treated separately in this 
report. 

The form in which respondents furnished the 
data compelled the staff to convert supply per- 
centages to absolute figures. Several queries have 
raised the question of why the committee wanted 
to know the aggregate transfusions in each hospital 
and then, seemingly inconsistent, requested per- 
centages for the component supply elements. Un- 
questionably, the chosen device helped to prevent 
reporting on the pints of blood received from a 
distributor or, in some instances, blood collections. 
The adopted safeguard permitted summarizations 
to be made more consistently accurate, strictly in 
terms of usage. 
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Transfusions: Continental United States 


The sample represented every state and the Dis- 
trict of Columbia and formed an excellent basis 
for making national estimates. In the continental 
United States as a whole, 4,920 hospitals, or 57.4%, 
sent in their figures. Notwithstanding this favorable 
return, and most essential to a proper understanding 
of the assembled data, the sample by no means can 
be considered to have been random. Hospitals that 
used blood more or less routinely, whenever pa- 
tients’ requirements dictated, took pride in their 
records and reported; whereas those where blood 
therapy was less routine answered in fewer number. 
No other construction can be placed on the apparent 
differences between respondents and nonrespond- 
ents. 

The tronsfusions reported on the cards exceeded 
3,500,000, a total large enough to render the ac- 
knowledged bias, caused by the proportionately 
greater usage by respondents than nonrespondents, 
harmless to the task of projecting the figures. For 
statistical control purposes, blood usage data for 
the year 1956 provided by the American National 
Red Cross served adequately, forming the ground- 
work for requisite preliminary calculations. After 
completing initial extensions for the nine geo- 
graphical divisions adopted for publications by the 
U. S. Bureau of the Census, including state esti- 
mates, the staff consulted several advisors who 
promptly supplied data for effecting adjustments. 
Finally, revision in the light of this assistance placed 
the estimate for the continental United States at 
4,585,000 transfusions. A published total greater 
than this number would rest on a poor foundation. 

Currently a need exists for mass data on number 
of transfusions per patient. Assuming 2.3. trans- 
fusions (the figure employed at present for calculat- 
ing purposes ), the survey returns therefore indicate 
that in 1956 the persons who received blood therapy 
totaled approximately 1,993,500. Manifestly, the 
supply required for that large number was not the 
total supply involved in the year’s operations. For 
the purpose of making a procurement estimate in 
the interest of completeness, the committee after 
careful study decided that an extra 9% would be a 
satisfactory allowance. Included in the supply for 
meeting a subsidiary demand was the blood utilized 
for preparing plasma and derivatives and a further 
portion that went into the “pipe line.” This includes 
commonly quantities collected but not yet proc- 
essed, processed and awaiting distribution, unused 
on refrigerator shelves in hospitals, and in transit be- 
tween facilities. In rounded figures all the additional 
components probably brought the total collections 
up to 5 million pints. 

Having dealt with a sample covering an estimated 
78% of the entire expressed demand, and having 
bridged the remaining 22% to arrive at 4,585,000 
transfusions, the committee has established a new 
base for such defense and other planning that 
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recognizes blood as a most important national re- 
source. Not to be disregarded, however, are the 
details that lie beneath the total. For example, 45% 
of the hospitals reporting to the committee were in 
the class “under 200 transfusions” (of the total 
hospitals reporting, 22% were in the class “under 
50 transfusions;” these hospitals accounted for only 
0.5% of total blood usage), vet the same hospitals 
accounted for only 4% of total usage. Some believe 
that too often in the past estimators have ascribed 
disproportionate weight to the blood usage in some 
teaching hospitals and in others where surgical 
patients are relatively numerous. Projections from 
such data have led to the exaggerated totals which 
have appeared in print, especially over the last 
two vears. An effective brake on extravagant claims 
now emerges from the plain fact that in the United 
States small blood users predominate numerically. 
Table 1 gives the evidence. 


TaBLeE 1.—Continental United States: Hospitals and Trans- 
fusions Covered by Sample, and Corresponding Estimates, 
by Blood Usage Classes 


Continental United States, 
Sample Estimated 


Hospitals Transtusions Hospitals Transfusions 


“~~ --— 


Usage Class 


% oO % of of 

(Transfusions) No. Total No. ‘Total No.” Total No. Total 
Under 200 2,218 45.1 143,814 4.0 4,442 52.0 254,200 5.5 
200-399 734 14.9 208,608 3.8 1358 15.8 355,000 7.7 
4010-599 431 210645 5.9 418,300 9.1 
600-709 275 5.0 AAT 5.3 300 3.5 208,700 4.5 
208 4.2 185,336 5.2 404 4.7 370,000) 81 
1,000-1 999 11.1 764,855 21.4 683 8.0 972,500 21,2 

2 000-2 999 254 5.2 17.2 276 3.2 663,100 14.5 
3000-3 999 22 10.4 li? 1.3 380.400 
40000-4999 Hg 14 304 5380 SA 1.0 385,100) 8.4 
80 6 162,049 4.5 30 162,000) 3.5 
6000-6 999 17 3 109,388 3.1 17 2 109,400 2.4 
7,000 & overt 24 6 $11,313 8.7 29 3 311,300) 6.8 
All classes 4.920 100.0 3,581,061 100.0 8.568 100.0 4.585.000 100.0 


* Total of 8,568 hospitals is actual: all other entries in this column 
are estimates. 
+ Maximum reported, 20,794. 


Sources of Supply 


To persons concerned with the question of how 
much the country’s blood collection facilities could 
expand in the event of a serious national emergency, 
the relative importance that can be attached to 
each previously defined supply category has long 
been a matter of conjecture. Without doubt, civilian 
blood procurement from its beginning in the years 
immediately following World War II to the present 
time never has developed according to a compre- 
hensively systematic pattern. Throughout the Coun- 
cil’s data individuality recurs: decided differences 
appear in the type of facilities preferred by, or avail- 
able to, scores of communities. 

Partly the variation inherent in the reported ma- 
terial denotes sectional attitudes toward who should 
or should not be engaged in collecting blood. Fre- 
quently the facilities began to function under local 
auspices uninfluenced by any ingrained prejudice 
on the part of sponsors, and became successful 
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after an uphill struggle that eventually overcame 
public apathy. During the survey, quite a few ad- 
ministrators of small hospitals which obtain blood 
through their own efforts asserted that the com- 
mittee’s request for data had awakened them to the 
need for keeping accurate transfusion records. Their 
appreciative response suggests that they might be 
interested in maintaining closer working relation- 
ships, notably in the matter of blood reciprocity, 
with the larger and more experienced facilities. The 
use of blood in the United States has reached a 
level where, to do a good job, all the distribution 
agencies are through force of circumstances inter- 
dependent notwithstanding variegated operational 
philosophies. Unfortunately the gross transfusion 
totals determined for the component supply classes 
(table 3) tend to obscure this truth. 

The data for the respective source categories per- 
mit the following digest (table 2); (A) Category 
A accounted for more than one-third (36%) of all 
blood transfused in 1956. Neither Red Cross regional 
centers nor community blood banks of any type 
were distributors. Nor did the using hospitals de- 
pend on other hospitals for their supply in emer- 
gencies or otherwise. 

(B) The figures on category B are the first ever 
developed to reveal the extensiveness of a little 
known practice. Numerous small hospitals borrow, 
and perhaps sometimes buy, blood from other small 
hospitals when emergencies occur; in 1956 the 
quantities involved provided the supply for an 
estimated 95,000 transfusions. Another group, con- 
sisting of 13 larger hospitals, furnished the blood 
for an additional 70,000 transfusions. Presumably 
the latter distributors paid their donors. Therefore, 
to obtain the maximum possible measure of paid 
donors in the blood economy, one should add 70,000 
to the totals shown for categories E and F. Con- 
sidered alone, the facilities in category B provided 
less than 4% of the total supply. 

(C) Category C, the American Red Cross, fur- 
nishing the blood for 38% of the transfusions in 
1956, exceeds category A by a narrow margin. 
Unpaid volunteers donate the supply distributed 
from the organization’s 50 regional centers. Rela- 
tively speaking, New England shows the greatest 
utilization of the Red Cross service and the West 
South Central Division the least. 

(D) Community or nonhospital blood banks, also 
functioning on a nonpayment system, furnished the 
blood for 9.5% of the transfusions in 1956. These 
facilities Operate on a larger scale in the Pacific, 
Mountain, and South Atlantic Divisions than else- 
where. 

(E) Commercial blood banks, attaining greatest 
strength in the West South Central Division, fur- 
nish nearly one-third of the supply therein. Nation- 
ally the facilities in this category ranked above the 
nonhospital community blood banks in 1956, making 
available 11% of the quantity used by hospitals. 
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Tape 2.—Continental United States: Number of Hospitals That Use Blood and Estimated Transfusions Therein, Shown 
According to Sources of Blood (Categories), by Census Divisions and States, Calendar Year 1956 


(Estimated transfusions based on total sample covering 4,920 hospitals and 3,581,061 transfusions) 


Transtusions for Which Blood Received trom Source, No. Aggregate 
Hospitals, — “~ — Transtfusions, 
Division and State No. A BR q"* D E F All Sources 
New England: 
113,400 15,100 178,300 2100 400 317,800 
Middle Atlantic: 
605 46 00 41,000 915.000 33,400 49,600 14,600 450,200 
somes 182 66,100 3,100 19,700 14.400 16,800 2? 300 122 400 
343 149,100 1400 129,500 2? GOD 14,500 4,600 322,000 
1,180 311.800 45.500 364,200 70.700 91 500 894 600 
East North Central: 
chek 34 900 13,100 128,900 3.000 5,700 5400 249,000 
hawks 1a G0,500 2 000 21.800 6.300 1,100 2 97 S00 
4396 134,100 33,400 53,100 2 38,900 3,100 265,900 
369 69,200 6,900 103,100 396100 2 400 222,200 
1.466 870,600 6.200 347 300 53,500 RS 300 14400 930 300 
West North Central: 
240 27 600 2.300 11400) 22 600 2.200 6,000 12,100 
166 97 500 600 10,900 6.300 1.000 10,000 59,300 
72 10,000 1.800 14) 1,500 200) 13,900 
1.003 152.0500 7.000 171,600 80,700 16,100 °1 400 400,300 
South Atlantic: 
99 11,000 300 200 300 1,000 1,100 13,000 
140 100 600 65,00") 1500 3,200 2 00 965,200 
218 63,200 600 51,700 4,800 1,800 122,100 
24 400 300 28 300 2400 55,400 
214 42,400 5,300 57 200 coat 1,104) 1,400 107,400 
1,111 266400 12,000 276,300 66,900 37,300 7,000) 666 400 
East South Central: 
M49 21,200 1,100 40,600 6,100 69,200 
192 26 500 400 465.600 200 2 00 8,300 79600 
677 121,600 5.00 125,700 100 38 900 7.700 301 500 
West South Central: 
ka 27,100 1,400 4.400 100) 4,500 300 37,400 
143 55,000 6,300 100 2,300 8,100 5800 77,600 
172 14,700 1,200 14,800 400 9500 200) 40,800 
643 5,000 9,200 14,900 93, 500 2,800 213,500 
1,062 13,500 28 17,700 115,600 869,300 
Mountain: 
Sti 1,100 12,000) 100 21,600 mee 34,800 
19 3,600 000) 800 9,200 14,500) 
425 64,100 3,500 44,200 37,000 45,300 2 500 197,500 
Pacific: 
161 9,300 1,000 16,000 57,300 84,500 
CallfOrmia 624 59 300 3.900 139,600 98,300 70,900 2 800 369,800 
70,200 5,800 202 000 155,200 70,900 3,200 507 300 
All divisions and states .........cceeeceeres 8,568 1,655,600 165,000 1,738,100 434,700 495,400 96,200 4,585,000 


* Each figure shown in this column denotes actual number of transfusions (to nearest 100) as reported to the national headquarters of the American 
Red Cross. 
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(F) Donors who iece've direct payment from 
hospitals trail behind all the other supply sources 
except in the West North Central Division, where, 
in 1956, they provided more blood than did the 
commercial blood banks. Altogether, the blood for 
only 2% of all transfusions was obtained from this 
source, 

To avoid questions that may be raised on the 
ground that the above proportions tell only a partial 
story, the committee should state its awareness that 
in several sections of the country hospitals that 
procure blood themselves have at their disposal 
equipment (and, in some instances, personnel) pro- 
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an entirely cd system the hospitals in one 
group would universally rely on source A, a second 
group on source B, etc. From the sample data the 
committee finds that slightly more than half (52.5%) 
obtained their supply in 1956 from single-category 
sources; and the transfusions in the same hospitals 
amounted to little more than one-third (34% ) of the 
total reported. Foremost among the users who ob- 
tained blood from more than one source were those 
partly dependent on Red Cross and partly on un- 
paid donors, recruited with or without the assistance 
of local organizations. Table 4 shows the more 
prevalent practices. The source category desig- 


Taper 3.—Continental United States: Number of Transfusions Covered by Sample and Corresponding Estimates, Shown 


According to Sources of Blood (Categories), by Census Divisions 


No. Reported: Sample 


Transtusions tor Which Blood Received from Source 


Division A B 


Aggregate 
~Transfusions, 


D E F All Sourees 


Estimated Total No. 


West North Central 152,600 7.900 
East South Central ................ 121.600 5 300 


126 007 22 1,042 6.300 276, 376 
400,001 58 249 (6 G39 736, 
41,217 63,080 10.346 672 S82 
139556 24,090 13.038 17,480 325,483 
217 325 52,633 29,399 524,261 
95 1,602 IR ABH 5,847 296 640 
300 15.0088 75,234 8.029 S00, 185 
37.286 31,953 28 O26 2,208 157,059 
169,563 130,263 44,078 2,740 411,251 
1,361,759 356,717 351,572 76,734 3,581 061 
1 2 100 8.900 317,800 
364 200 TO,700 SO 21,500 St 600 
347 300 93,500 SS 300 14,400 930 300 
171,600 30,700 16,100 21,400 400 300 
276,300 66.900 37,300 666,400 
125,700 2,100 38,900 7,700 301 500 
28 17,700 115,600 9100 869 300 
44.200 37,900 45,300 500 197 500 
20 OO) 155,200 70,900 3,200 DOT 300 
1,738,100 $34,700 495 400 200 4.585 000 


Estimated Percentaye 


| 0.6 2.8 100.0 
40.7 79 9.4 100.0 
37.3 a3 9.5 1.6 100.0 
12.9 4.0) 5.3 100.0 
41.5 10.0 56 1.1 100.0 
41.7 0.7 12.9 2.6 100.0 
7.7 1.5 31.5 2.4 100.0 
22.4 19.2 22.9 1.3 100.0 
39.9 30.6 14.0 0.6 100.0 
37.9 9.5 10.8 21 100.0 


* For middle section of table, each figure shown in this column denotes actual number of transtusions (to nearest 100) as reported to the national 


headquarters of the American Red Cross. 
t Fewer than 50 


vided by other facilities. How extensive the practice 
may be must remain a matter for later determina- 
tion. The report on the council's extensive research 
project, mentioned earlier, will deal with the sub- 
ject of auxiliary assistance; the postal card survey 
was concerned only with where the facilities ob- 
tained blood and how much. 


Procurement Practices 


While the above proportions delineate the com- 
parative gross importance of each supply category, 
the reader should avoid concluding that in their 
blood procurement practices the users segment 
completely into mutually exclusive classes. Under 


nated “Other” which embraces no less than 21 
different tvpes of source combinations offers prom- 
inent evidence that diversity characterizes the 
procurement. 

Lacking in this particular case a sound basis for 
projecting the figures to the remaining 3,648 hos- 
pitals (nonrespondents), the committee refrains 
from going beyond the sample. The reviewed ma- 
terial proves adequate for supporting a contention 
that no class of blood supplier in the continental 
United States stands alone in a monopolistic sense. 
All the classes are to a very considerable extent 
functioning in concert with, or complementing, 
each other in rendering service. 


, 
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Transfusions: Territories and Possessions 


In reporting the subject of transfusions in preced- 
ing paragraphs, the committee has purposely 
withheld comment on the splendid services per- 
formed in the territories and possessions. Their 
reported figures are more complete than those from 
the continental United States. In the territories and 
possessions 127 hospitals known to use blood were 
sent the same postal card inquiry. Of this total, 92 
responded—a 72% return. 

Information gathered through supplementary 
correspondence, and completed cards from all the 
listed hospitals in Guam and the Canal Zone, en- 
abled the committee to set the aggregate number 
of transfusions at 48,200. This return is 87% of all 
transfusions given in the territories and possessions 
compared with 78% for the continental United 
States. 

In Hawaii one large nonhospital community blood 
bank furnished all but a very minor portion of the 
blocd used. Unpaid donors evidently recruited by 
the hospitals furnished practically the entire supply 
in Alaska. In Puerto Rico the distribution exempli- 
fies complementary action: hospitals obtained 61% 
on their own initiative; a blood bank connected 
with a medical school furnished 28%; and com- 
mercial blood banks and paid donors most of the 
remainder. Unpaid donors were the sole supply 
source in the Virgin Islands and the dominant source 
in Guam and the Canal Zone. No blood came from 
the Red Cross centers, which are on the mainland. 

Figuring an average of 2.3 transfusions per pa- 
tient as before, 20,950 persons received blood 
therapy. To estimate total procurement, the 9% 


Tas._e 4.—Continental United States: Hospitals Covered by 
Sample Distributed According to Sources of Blood (Cate- 
gories), and Corresponding Transfusions 


Hospitals Which Obtained 


(and used) Blood Transtusions 


Source 


Supply Category as No. of Total No. of Total 

753 15.3 295 O67 8.2 
es 975 19.8 472,810 13.2 
204 4.1 128 388 3.6 
52 1,1 8,312 0.1 
171 3.5 194,510 5.4 
126 2.6 284,121 7.9 
740 15.0 591 R50 16.5 
195 4.0 481,670 13.5 
230 4.7 165,209 4.6 


above transfusions employed for the continental 
United States would be too much. Here the com- 
mittee believes that 5% would be a more realistic 
allowance, bringing the grand total of collections to 
50,600 pints. 

Combining the figures for inside and outside the 
continental United States, the estimated national 
totals for 1956 indicate (in rounded numbers ) that 
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physicians gave 4,633,000 transfusions to 2 million 
patients and that the facilities engaged in pro- 
curement collected 5,100,000 pints of blood. Since 
conditions will change with the passage of time, the 
committee believes that another survey should be 
made four or five years hence. 


TaBLe 5.—Territories and Possessions: Hospitals and Trans- 

fusions Covered by Sample, and Corresponding Extensions 

to Totals Therein Shown for Each Designated Territory 
and Possession 


Total No. 
- 


Sample, No. 
Trans- 
Territory or ‘Trans- fusions, 
Possession Hospitals fusions Hospitals Estimated 
Territory: 
18 4,068 4,700 
31 16,512 33 16,700 
Possession: 
1 1,329 1 1,329" 
38 18,232 62 23 400 
Virwin 2 182 5 400 
All territories and 


* Actual figure; data completely reported. 


Summary 


The preceding text sets forth the results of a 
postal card survey conducted by the Project Ad- 
visory Committee of the Joint Blood Council in 
order to develop nationally needed facts concern- 
ing the number of blood transfusions in the calen- 
dar year 1956. Prior to the survey, the Council's 
staff had determined that the hospitals which use 
blood number 8,568 in the continental United 
States and 127 in the territories and possessions. 

Seasonal factors and inventories which are short 
with respect to blood of a particular group and 
type may cause occasional, temporary disruptions 
to the blood supply, but by and large a sufficient 
quantity becomes available to meet the expressed 
demand. Civilian blood procurement, from its be- 
ginning in the years immediately following World 
War II to the present time, never has developed 
in a systematic pattern. Regional collection centers 
maintained by the American Red Cross provided 
38% of the blood used; hospitals that obtain blood 
from voluntary, unpaid donors provided 36%; 
commercial blood banks 11%; nonhospital com- 
munity blood banks 9.5%; hospitals that furnish 
blood to other hospitals 4%; and directly paid donors 
2%. All were effective elements of the collection 
and distribution machinery during 1956. The same 
complementary situation existed in the territories 
and possessions except that no blood came from 
the Red Cross centers, which are on the mainland. 

On the basis of a sample that covered an esti- 
mated 78% of the blood usage, the committee places 
the number of transfusions in continental United 
States at 4,585,000; and an even more complete 
return permits an estimate of 48,200 transfusions 
for the territories and possessions. Detailed infor- 
mation regarding geographical variation in usage, 
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and collateral facts concerning total blood collec- 
tions and number of persons who received trans- 
fusions, are also included. 


On the problem of projecting from the sample data to 
arrive at estimates for the United States the Project Advisory 
Committee received repeated assistance from John B. Al- 
sever, M.D., Southwest Blood Banks, Phoenix, Ariz., and 
Lloyd R. Newhouser, M.D., John Elliott Blood Bank of 
Dade County, Miami, Fla. 

On special phases of the same problem the committee 
used data (in some cases confidential) provided in a fine 
spirit of cooperation by Marta Fraenkel, M.D., City of New 
York Department of Hospitals, New York; J. Richard Czai- 
kowski, Ph.D., King County Central Blood Bank, Seattle; 
R. F. Ambelang, Milwaukee Blood Center, Milwaukee; G. 
Albin Matson, Ph.D., The Minneapolis War Memorial Blood 
Bank, Minneapolis; T. F. McNair Scott, M.D., The Philadel- 
phia Serum Exchange, Philadelphia; and the following 
members of the American Red Cross organization: Raymond 
F. Barnes, M.D., and Robert A. Freeman, Area Office, St. 
Louis; Joseph Hladecek, Area Office, San Francisco; Edward 
M. Schottland, Regional Center, Los Angeles; Herbert R. 
Brown, M.D., Regional Center, Rochester, N. Y.; Victor 
G. H. Wallace, M.D., Regional Center, Hartford, Conn.; 
and Robert E. Baker, M.D., Regional Center, Boston. 

Also very helpful either during the planning stage or sub- 
sequently were Bernice M. Hemphill, Irwin Memorial Blood 
Bank, San Francisco; Marion R. Rymer, Ph.D., Belle Bonfils 
Memorial Blood Bank, Denver; F. J. Pinkerton, M.D., Blood 


COUNCIL ON DRUGS 1141 


Bank of Hawaii, Honolulu, T. H.; Merrill J. Wicks, M.D., 
Tacoma-Pierce County Blood Bank, Tacoma, Wash.; Mrs. 
Edward A. Babcock, Sacramento Medical Foundation, Sac- 
ramento, Calif.; Chester D. Swope, D.O., American Osteo- 
pathic Association, Washington, D. C.; and in the Red Cross 
organization: William M. Markel, M.D., Regional Center, 
New York; Frederick Proescher, M.D., Regional Center, San 
Jose, Calif.; Jerome C. Smith, Regional Center, Rochester, 
N. Y.; and the Blood Program staff at the national head- 
quarters, Washington, D. C. 

The committee is especially grateful to George W. Hervey, 
Sc.D., for devoting time and talent to assembling the data 
and writing the initial draft of this report. 
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NEW AND NONOFFICIAL DRUGS 


Monographs and supplemental statements on drugs described here and in subsequent edi- 
tions of New and Nonofficial Drugs are based on the evaluation of available scientific data 


and reports of investigations. 


Dihydrotachysterol.—9, 10,-Secoergosta-5, 7, 22- 
triene-38-ol.—Dihydrotachysterol is prepared in 
noncrystalline form as an oil solution, which is 
standardized biologically and adjusted to a potency 
equivalent to 1.25 mg. of the crystalline material 
per cubic centimeter. The structural formula of 
dihydrotachysterol may be represented as follows: 


Actions and  Uses.—Dihydrotachysterol is ob- 
tained by the reduction of tachysterol, a derivative 
of irradiated ergosterol, Chemically, however, it is 
more closely related to calciferol (vitamin D,), 
differing from it structurally in that the =CH, 
group at C-19 is reduced to -CH,, with the elimina- 
tion of the double bond. This difference is respon- 
sible for the fact that dihydrotachysterol has only 


H. D. Kavurz, M.D., Secretary. 


a small fraction of the antirachitic potency of calci- 
ferol (1/400 to 1/500), although it retains the 
ability to raise the calcium concentration of the 
blood. Because of its chemical similarity to calci- 
ferol and its strong “calcemic” activity, for which 
it is chiefly used in therapy, the current trend is to 
regard it as a form of vitamin D. 
Dihydrotachysterol, when administered in appro- 
priate doses, raises the level of total calcium and, 
consequently, the concentration of ionic calcium in 
the serum. Because of this calcemic effect, it is of 
value in correcting the hypocalcemia of hypopara- 
thyroidism (idiopathic or postoperative) and 
pseudohypoparathyroidism, thereby — controlling 
tetany and preventing cataract formation and other 
manifestations of hypocalcemia. Another important 
use of dihydrotachysterol, presumably also de- 
pendent upon its calcemic effect, is in the treatment 
of vitamin D-resistant rickets. Its effectiveness in 
this disease appears to equal the effectiveness ot 
large doses of calciferol. Dihydrotachysterol may 


, 
CHs 
CH3 
CH; CHs 
CHs3 
| 
HO 
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be given orally over considerable periods of time, 
provided that the serum calcium is not permitted to 
rise above normal levels. 

The weight of evidence at the present time is 
that four substances, namely, calciterol (vitamin 
D.), vitamin D,, dihydrotachysterol, and parathy- 
roid hormone, all have a direct effect on the mobili- 
zation of mineral from bone, and that this effect is 
partially responsible for the elevation of serum 
calcium when using each of the preparations. It 
seems unlikely that minor differences in the physio- 
logical effects of these preparations, such as in 
their effects upon serum and urine phosphate, would 
prove decisive in the choice of an activated sterol 
for the control of hypocalcemia. The same may be 
said concerning even the major differences in their 
influence upon the absorption of calcium from the 
intestines. Except for the fact that dihydrotachy- 
sterol appears to act more rapidly and to be more 
rapidly disposed of when its administration is dis- 
continued, there seems to be little ground for a 
choice between calciferol and dihydrotachysterol, 
either on the basis of the effectiveness of the calce- 
mic action, common to both, or of relative toxicity 
or other undesirable side-effects. Both of these 
preparations are usetul, and the selection of one tor 
use is largely a matter of individual preference. 
Possibly the recent suggestion that the medication 
be changed occasionally from one preparation to 
the other in the course of long-continued replace- 
ment therapy will prove of value. 

Dihydrotachysterol has been reported to have 
beneficial effects in treating scleroderma, but this 
evidence is scanty and inconclusive. Successful 
use in the tetany of pregnancy has also been re- 
ported, but the desirability of such use has been 
questioned. Administration of dihydrotachysterol 
or any other preparation to raise the serum calcium 
level is contraindicated in hypocalcemia associated 
with renal insufficiency and hyperphosphatemia. 

Dihydrotachysterol, like calciferol, is a highly 
potent preparation. The doses required to maintain 
the serum calcium at or near the normal level 
border on those doses that are definitely toxic. For 
this reason either preparation must be used with 
extreme care, especially during the initiation of 
therapy when the dosage for the individual is be- 
ing established. After this has been accomplished, 
the Sulkowitch test for excessive excretion of cal- 
cium in the urine is a useful adjunct to therapy. 

Dosage.—Dihydrotachysterol is administered oral- 
ly either as an oil solution of which 1 cc. is equival- 
ent to 1.25 mg. of the crystalline material, or in 
capsules each containing 0.5 cc. of the solution or 
the equivalent of 0.625 mg. of crystalline dihydro- 
tachysterol. For the treatment of the hypocalcemia 
of hypoparathyroidism or of vitamin D-resistant 
rickets, therapy is initiated with relatively high 
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doses. These range from 3 to 10 ce. (or 6 to 20 
capsules) per day for several days. Maintenance 
doses average 1 to 7 cc. (or 2 to 14 capsules) per 
week, depending upon the blood and urine calcium 
levels. 


Preparations: capsules 0.625 mg.; solution 1.25 mg. in 
ce. 
Applicable commercial name: Hytakerol. 


Diphenylpyraline Hydrochloride. — 4-Dipheny]- 
methoxy-1l-methylpiperidine hydrochloride.—The 
structural formula of diphenylpyraline hydrochloride 
may be represented as follows: 


\ 
N-CH3 HCl 


Actions and Uses.—Diphenylpyraline hydrochlo- 
ride, a potent antihistaminic compound, is related 
chemically and pharmacologically to diphenhydra- 
mine. Although clinical experience with the drug is 
limited, it appears to be satisfactory tor the treat- 
ment of allergic and hypersensitivity reactions 
usually considered amenable to therapy with hista- 
mine-antagonizing agents. The incidence of side- 
effects to diphenylpyraline hydrochloride is low: 
drowsiness, dryness of the mouth, headache, and 
dizziness are encountered occasionally. See the 
general statement on histamine-antagonizing agents 
in New and Nonofficial Remedies. 

Dosage.—Diphenylpyraline hydrochloride is ad- 
ministered orally. The usual dose for adults is 2 mg. 
every four hours. Dosage for children is reduced 
according to age. 

Preparations: tablets 2 mg. 

Applicable commercial name: Diafen. 

SchenLabs Pharmaceuticals, Inc., cooperated by furnish- 
ing scientific data to aid in the evaluation of diphenylpyra- 
line hydrochloride. 

Hexetidine .—5-Amino-1,3-bis( 8-ethylhexy] )-5- 
methylhexahydropyrimidine.—The structural for- 
mula of hexetidine may be represented as follows: 


CHs 
N-CHe CH (CHa)3CHs 
NHe | 
N C2Hs 
CHeCH (CHe2)3CHs3 


Actions and Uses.—Hexetidine, a local anti- 
infective agent, is proposed for use in the treatment 
of vaginitis and cervicitis due to the fungal organ- 
ism, Candida albicans, or the protozoan organism, 
Trichomonas vaginalis. The drug is also reported to 
be effective against a newly named organism, 
Hemophilus vaginalis, which is said to be the 
etiological agent responsible for most cases of so- 
called nonspecific bacterial vaginitis and leukor- 
rhea. In laboratory susceptibility tests, hexetidine 
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shows moderate to excellent antimicrobial activity 
against these organisms as well as against some 
gram-positive and gram-negative bacteria. How- 
ever, the in vivo (clinical) evidence is not nearly so 
convincing. Although prior experience has shown 
that the protozoan Trichomonas vaginalis is readily 
destroyed by a variety of agents in the laboratory, 
there is frequently very little correlation between 
in vitro and in vivo activity. Thus, while the pro- 
tozoan is susceptible to hexetidine in the test tube, 
this does sot necessarily indicate an equal anti- 
microbial activity in clinical infections. 

The drug has been used in a fairly large number 
of patients with trichomonal vaginitis, and, in some 
cases, considerable improvement has been noted. 
However, in view of the difficulty in enforcing strict 
controlled conditions and obtaining adequate fol- 
low-up observations in studies of this nature, it is 
not vet possible to determine the usefulness of 
hexetidine in comparison with other agents. Hence, 
additional controlled clinical studies are needed 
before the ultimate usefulness of hexetidine as a 
trichomonacide can be determined. Results of clini- 
cal trials with hexetidine in vaginal moniliasis 
have been somewhat more encouraging than in 
trichomonal infections. Some observers have_re- 
ported high rates of cure after a course of therapy 
with this agent. Since the monilial infections are, 
in general, more amenable to therapy of any kind 
than are trichomonal infections, the significance of 
the reported high rates of cure in vaginal candidia- 
sis is uncertain. On the basis of present evidence, 
hexetidine appears to be of about the same order of 
effectiveness as gentian violet but has the advantage 
of not staining clothing. Case reports suggest that 
hexetidine is clinically effective in some cases of 
nonspecific vaginitis or vaginitis believed due to 
H. vaginalis. 

The systemic toxicity of hexetidine in experi- 
mental animals is low. Except for occasional in- 
stances of local irritation, clinical employment of 
the drug has not been associated with any untoward 
reactions or side-effects. Its sensitizing potential 
on the mucosa of the vagina has not been de- 
termined. 

Dosage.—Hexetidine is employed intravaginally 
as a 0.1% gel. The suggested dosage is approximate- 
ly 7 ce. of the gel instilled high in the vaginal vault 
on each of six nights. The treatment may be re- 
peated if necessary, and the drug may be used 
throughout the menstrual period. A douche may 
be used prior to application. Soapy solutions should 
not be used for douching since the drug is inacti- 
vated by soap. Hexetidine should not be used intra- 
cervically. 

Preparations: gel ( vaginal ) 0.1%. 

Applicable commercial name: Sterisil. 

Warner-Chilcott Laboratories, Division of Warner-Lam- 
bert Pharmaceutical Company, cooperated by furnishing 
scientific data to aid in the evaluation of hexetidine. 
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Hydroxystilbamidine Isethionate.—2-Hydroxy-4, 
4’-stilbenedicarboxamidine di( 8-hydroxyethanesul- 
fonate).—The structural formula of hydroxystil- 
bamidine isethionate may be represented as fol- 
lows: 


HO 
H2N. UNHe 
\ Cc. * 2 HO CHe2CH2S O3H 
HN’ “NH 


Actions and Uses.—Hydroxystilbamidine isethio- 
nate, an aromatic diamidine base, is a derivative of 
stilbamidine isethionate and exerts the same type of 
antifungal-antiprotozoan activity as the latter agent. 
The chemotherapeutic spectrum of hydroxystilbami- 
dine appears to be identical with that of its prede- 
cessor, stilbamidine. The chief difference between 
these agents lies in the fact that whereas stilbami- 
dine frequently produces a late trigeminal neurop- 
athy, this has not been observed with use of 
hydroxystilbamidine. This difference is considered 
sufficiently important to warrant replacement of 
stilbamidine by the equally effective, but less toxic, 
hydroxy derivative. 

Hydroxystilbamidine isethionate appears to be 
the best chemotherapeutic agent available for the 
treatment of North American blastomycosis. Ade- 
quate therapy will frequently lead to complete 
eradication of severe pulmonary and _ systemic 
infections which, prior to the introduction of the 
diamidine compounds, were considered incurable. 
Hydroxystilbamidine may also be used in conjunc- 
tion with iodine and roentgen therapy for the 
treatment of the localized or cutaneous forms of 
the disease. Although no data are as yet available, 
it is possible that the drug may also be of some 
usefulness in South American blastomycosis and 
coccidioidomycosis. It is of no value in the treatment 
of Torula infections or histoplasmosis. 

Hydroxystilbamidine is effective for the manage- 
ment of certain types of leishmaniasis. Although 
antimony compounds are generally considered to 
be drugs of choice for this protozoan infection, 
hydroxystilbamidine may frequently produce bene- 
ficial effects in patients who fail to respond or are 
intolerant to antimony-containing agents. The drug 
apparently is equally useful for American mucocu- 
taneous leishmaniasis and for kala-azar (visceral 
leishmaniasis ). 

There is some evidence that actinomycosis is in- 
fluenced favorably by use of hydroxystilbamidine. 
However, since this mycotic disease is treated et- 
fectively with antibiotics in approximately 80% or 
more of the cases, hydroxystilbamidine should 
never be considered a primary therapeutic agent. 
A trial of therapy with hydroxystilbamidine is 
warranted in actinomycosis only in those patients 
who have failed to respond to adequate treatment 
with the preferred antibiotics. 


, , 
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To date, there are no reports on the use of 
hydroxystilbamidine in African trypanosomiasis. 
However, on the basis of its close similarity to 
stilbamidine, it may be predicted that the hydroxy 
derivative, like the parent drug, will be effective in 
early cases of Gambian and Rhodesian trypanoso- 
miasis (African sleeping sickness). Since neither 
form of the drug gains access to the cerebrospinal 
fluid nor can be given intrathecally, it cannot be 
expected to be useful and should not be adminis- 
tered in the late neurological stage of the disease. 
The diamidines are of no value in South American 
trypanosomiasis (Chagas’ disease ). 

Because of the common factor of hyperglobu- 
linemia in kala-azar and multiple myeloma, the 
diamidines have been tried for the treatment of the 
latter disease. In some patients, such therapy at- 
fords marked, but temporary, relief from pain. 
There is also some evidence that it can cause 
favorable morphologic changes in the myeloma cells 
of some patients. However, the response is usually 
inconsistent, and, even in the most favorable cases, 
relapse inevitably occurs. There is no evidence that 
hydroxystilbamidine affects the course of the dis- 
ease, prolongs the life of patients with multiple 
myeloma, or causes arrest of the neoplastic process. 
In general, the use of urethan or roentgen irradia- 
tion to localized lesions is considered preferable 
for the initial treatment of the disease. However, 
in view of the inadequacies of these and all other 
modes of therapy, a trial of hydroxystilbamidine 
may also be justified for the palliation of pain in 
multiple myeloma. 

Aside from the absence of late trigeminal neurop- 
athy, other toxic manifestations referable to 
hydroxystilbamidine appear to be somewhat less 
frequent than with use of stilbamidine. However, 
any of the immediate side-reactions which have 
been observed during or immediately after intra- 
venous injection of stilbamidine may be expected 
to occur with the use of hydroxystilbamidine. These 
effects, believed to be due to the release of bound 
histamine, include the following: fall in blood pres- 
sure, rapid pulse, facial flushing, dizziness, saliva- 
tion, sweating, headache, nausea, vomiting, dyspnea, 
formication, syncope, fecal and urinary inconti- 
nence, and edema of the eyelids and face. Such 
side-effects, if present, are usually transitory and 
disappear within 10 to 30 minutes. They may be 
minimized by slow intravenous infusion of diluted 
solutions. 

Hydroxystilbamidine isethionate in solution is 
unstable when exposed directly to heat, sunlight, 
and ultraviolet light. Such exposure causes partial 
deterioration of the drug at the unsaturated stilbene 
linkage with release of toxic breakdown products. 
Deterioration may be prevented by storing the 
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drug in a dry form away from heat and light. 
Freshly prepared solutions should be protected 
similarly. After injection, patients should avoid ex- 
cessive exposure to sunlight on the premise that 
toxic products may be formed from the drug re- 
maining in the skin. There is no evidence that 
freshly prepared solutions of hydroxystilbamidine 
isethionate are toxic to the kidney or liver. Never- 
theless, renal and hepatic function should be eval- 
uated prior to initiating therapy, and the drug 
should be administered cautiously and in reduced 
dosage in the presence of renal or hepatic disease. 

Dosage.—Hydroxystilbamidine isethionate is ad- 
ministered by continuous, slow, intravenous drip 
and, rarely, by intramuscular injection. For intra- 
venous use, a freshly prepared solution of the dose 
to be used is diluted in about 200 cc. of either 5% 
dextrose in water or isotonic sodium chloride solu- 
tion. This is infused over a period of 45 minutes to 
2 hours. Slow infusion is essential to avoid a fall in 
blood pressure or other side-effects. During infusion, 
the solution should be protected from light by 
covering the container with black paper or a heavy 
towel. At warm temperatures, it may be advisable 
to complete the injection in somewhat less than 
2 hours to avoid dangerous deterioration of the 
solution. 

In occasional cases in which intravenous use is 
not feasible, it may be necessary to administer 
hydroxystilbamidine isethionate by the intramuscu- 
lar route. For such use, the proper amount of the 
dry, sterile powder is dissolved in 10 cc. of 5% dex- 
trose in water or isotonic sodium chloride solution 
and is administered by deep intrigluteal injection. 
Since pain at the site of injection follows its intra- 
muscular use, the drug should be given intrave- 
nously whenever possible. 

For treatment of susceptible fungal or proto- 
zoan infections, the suggested dosage for adults is 
225 mg. at intervals of 24 hours. The duration of 
such therapy is determined by clinical improve- 
ment and disappearance of causative agents from 
the lesions. For example, a course of therapy con- 
sisting of daily injections of 225 mg. may be as 
short as 1 week to 10 days in cases of highly sus- 
ceptible kala-azar to as long as 2 to 3 months in 
severe blastomycotic infections. Clinical improve- 
ment is the sole criterion for total dosage when the 
drug is tried as a palliative agent in multiple 
myeloma. For all indications, dosage for children is 
reduced proportionally according to body weight or 
body surface. 

Preparations: powder (injection) 225 mg. 

Applicable commercial name: Hydroxystilbamidine Isethi- 
onate. 

The Wm. S. Merrell Company cooperated by furnishing 
scientific data to aid in the evaluation of hydroxystilbami- 
dine isethionate. 
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Parenteral Use of Novobiocin Sodium 


The Council has evaluated the parenteral use o/ 
the antibiotic, novobiocin (Albamycin, Cathomy- 
cin) sodium, for injection by either the intravenous 
or intramuscular route. On the basis of currently 
available evidence, the Council concluded that the 
parenteral administration of this agent is justified 
as a temporary measure for the treatment of severe 
infections in those patients who are unable to take 
the drug by mouth. The indications for parenteral 
therapy with novobiocin sodium are the same as 
those for the oral form of the drug. (See the mono- 
graph on novobiocin sodium in THE JOURNAL, 
Feb. 23, 1957, page 646. ) 

By either parenteral route, the usual dosage for 
adults is 500 mg. every 12 hours; for children, 15 
mg. per kilogram of body weight every dav in two 
divided doses at intervals of 12 hours. For intra- 
venous administration, a concentrated solution is 
freshly prepared by dissolving 500 mg. of the 
powdered drug in 5 ce. of a suitable solubilizing 
agent. This solution is diluted with 30 cc. of isotonic 
sodium chloride solution, lactated potassic saline 
injection (Darrow’s solution), or Ringer's injection 
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and then adm nsiered by slow, direct, intravenous 
injection. At least 5 to 10 minutes should be allowed 
for direct intravenous injection, since too rapid 
administration may cause venous irritation or even 
thrombophlebitis. If parenteral fluid therapy is also 
indicated, the concentrated solution of novobiocin 
sodium may also be added to 1 to 3 liters of any of 
the foregoing fluids and administered by intrave- 
nous infusion. In occasional cases in which neither 
oral nor intravenous therapy is possible, the con- 
centrated solution (100 mg. per cubic centimeter ) 
of novobiocin sodium may be injected intramuscu- 
larly. This, however, usually causes some pain and 
irritation at the site of injection. Hence, whenever 
parenteral administration is necessary, the intra- 
venous route is preferred. Oral medication should 
be substituted for parenteral therapy as soon as 
possible. 

The Council voted to expand the N. N. D. mono- 
graph on novobiocin sodium to describe its use by 
the parenteral route. 


The Upjohn Company cooperated by furnishing scientific 
data to aid in the evaluation of the parenteral use of novo- 
hiocin sodium. 
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BOOTSTRAPS FOR OUR FORGOTTEN MILLIONS 


HOW BOLD ADVANCES IN AND OUT OF MEDICINE ARE 
ENABLING THE DISABLED TO REBUILD THEIR LIVES 


Milton Golin 


At nine o'clock tomorrow morning, a scowling but 
determined man will mutter a surly good-by to his 
companion and begin strolling across downtown 
Chicago. Commuters and shoppers, motor exhaust 
and police whistles, jutting newstands and_ steep 
curbs—these will make the world’s toughest obstacle 
course in a most decisive journey. 

This man is blind. He will reach the other end of 
the Loop all right—just as some 300 others have 
“soloed” during the past eight years, and just as he 
might expect hundreds more to do in years ahead. 
When he gets there the scowl will be gone. His 
companion counselor, having rushed to the destina- 
tion by a short cut, suddenly will be transformed 
from a cruel taskmaster into the greatest guy in the 
world. 

“That's the way it always turns out,” says Russell 
Williams (sightless himself), who is in charge of 
rehabilitation of the blind at suburban Hines Vet- 
erans Hospital. “They hate us when they start out 
and they love us when it’s over. In just 15 minutes 


we see outlook switch from tortured despair to 
elated self-confidence. After 18 weeks of training 
{20 blind veterans a day shuttle with counselors be- 
tween Hines and the Loop] we consider the down- 
town solo a standard for adaptability. These ‘gradu- 
ates’ get no diploma but the test is commencement— 
the beginning of a new life.” 

Williams’ words go far beyond the success of a 
blind man in a seeing city. They illustrate the ma- 
turity of a concept—a philosophy, if you will—to 
which dedicated doctors, nurses, teachers, therapists, 
and experts in many other fields have devoted their 
energies in recent decades. This concept at last 
proves that millions of severely disabled persons, 
whether they are short of hearing, sight, speech, 
limb, or normal vigor, can be shown how to lift 
themselves to fruitful lives. Where is the proof? 

—It is in Knoxville, Tenn., where leaders of the 
local medical society worked with 25 social agencies, 
scores of other professional and business men, labor 
unions and city officials to help relieve an industrial 
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manpower shortage with the specially taught skills 
of 1,500 disabled neighbors. The cooperative effort 
not only filled job vacancies but also opened a door 
of independence to the disabled, saved tax dollars 
which had been going to their families from welfare 
funds, and enriched the community in cash income 
and morale. (Success in Knoxville inspired similar 
programs for the handicapped in Memphis and 
Kansas City, Mo. ) 

—It is in Woodville, Pa., where a civic-minded 
physician wondered how an active rehabilitation 
program would benefit patients in the county poor- 
house. With limited funds he joined with forward- 
looking officials to counsel and job-train the men and 
women. Within four years the shoestring project had 
blossomed into a full-fledged institutional program 
as hundreds of patients were leaving to take jobs or 
care for themselves at home. 


Fig. 1.—These teenagers of Mount Vernon, IIl., Marvin 
Malone and Rosalie Anslinger, are the first to complete four 
years of high school via a home-to-school telephone network. 
Home-bound victims of paralytic poliomyelitis, they began 
college courses several weeks ago by the same_ telephone 
network, 


—It is in Park Forest, Ill., where 200 housewife 
volunteers, under medical guidance, this summer 
managed to awaken initial interest and response 
from children suffering from a variety of severe dis- 
abilities. Their free “Handy Camp” draws upon es- 
tablished therapy techniques in swimming, games, 
and participant music activities. 

—It is in Sharon, Pa., where Rotarians, cooperat- 
ing with a surgeon member, began underwriting the 
expenses of needy children treated at the local hos- 
pital. That was in 1920. Today the Mercer County 
Crippled Children Society, which grew out of this 
effort, is financing treatment for 500 youngsters a 
year. (All six Rotary clubs in the county not long 
ago put up $60,000 to kick off a $200,000 fund drive 
for a cooperative rehabilitation school and clinic. ) 


J.A.M.A., Nov. 2, 1957 


—It is in Fort Springs, W. Va., where voters re- 
cently elected a fellow townsman as their Justice of 
the Peace while he was still in a hospital for treat- 
ment of an injury, suffered in a coal mine accident, 
which resulted in paraplegia. (From his hospital 
bed he studied a correspondence course in account- 
ing and business law. ) 

—It is in New Orleans and Dallas, where separate 
television programs feature interviews of handi- 
capped job candidates by panels of businessmen. 
( Placements have reached a 90% rate. ) 


Changing Concepts 


These varied efforts to help the disabled help 
themselves point up a relatively new phenomenon 
in medicine and in allied nonmedical fields. In prim- 
itive times deformed children were slaughtered to 
prevent an unproductive drag in a struggle for sur- 
vival. Even in ancient Rome the killing or abandon- 
ment of physically impaired children was sanctioned 
by law. While the disabled were spared their lives 
in the centuries which followed, they were never- 
theless ridiculed, laughed at, spat upon, and _tor- 
mented. Not until 1780, when the first institute de- 
voted entirely to the care of the crippled opened 
in Switzerland, did society begin to recognize its 
responsibility to the handicapped. Gradually cus- 
todial care evolved into education as well. Public 
repugnance toward the crippled turned largely to 
an attitude of helpless pity; so many of them faced 
early death. 

The penicillin age (with its beneficial chain re- 
action in all branches of medicine ) and World War 
Il began to change all that. Turning to the handi- 
capped to relieve its wartime manpower shortage, 
industry found it was getting more than it bargained 
for: better workers. One-time employees injured in 
battle, meanwhile, were surviving hurts which, a 
generation earlier, surely would have doomed them. 
Many of these veterans returned home to show that, 
with proper training, they too could be self-suffi- 
cient. So the employment doors began opening 
across the land for more and more nonveteran as 
well as war-veteran disabled: the victims of para- 
lytic poliomyelitis, the paraplegics, the deat, the 
blind, the epileptics, and others. 

More likely than not, a doctor's hand holds the 
key to that door. Today, as never before, thousands 
of physicians in every phase of their profession, 
ranging from general practice and the specialties to 
medical education and clinical research, are recog- 
nizing that follow-through rehabilitation of all pa- 
tients (not just the severely disabled) is a prime 
medical responsibility. This broadening realization 
that the medical job is not done when the cast is 
removed, or when chemotherapy has pertormed its 
function, is creating a “new” kind of medicine—on a 
par with preventive health and management of the 
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patient. Dr. John Richard Fowler, a past-president 
of the American Academy of General Practice, has 
called rehabilitation “this not only vital but spectac- 
ular field of medicine.” Dr. Howard R. Rusk, fore- 
most and most active pioneer in the field, calls it 
“the third phase, which takes the patient from the 
bed to the job.” 

The American Medical Association, impressed 
with the wide scope of the rehabilitation concept 
and its influence in the profession, last year created 
a special committee—drawing members from five 
separate A. M. A. councils: Medical Physics, Indus- 
trial Health, Medical Service, Schools and Hospitals, 
and Mental Health. (The A. M. A. has been con- 
cerned with rehabilitation since 1925, when it estab- 
lished a council to help place physical medicine on a 
sor! scientific basis. ) 


Interlocking Roles 


But while the rebuilding of a damaged life natu- 
rally casts a doctor in the role of architect, restora- 
tion cannot be possible without the skills of allied 
group members and the dedicated efforts of lay indi- 
viduals and organizations. For in rehabilitation—as 
in no other endeavor of modern society—economics, 
sociology, the arts and crafts, and government in- 
evitably play interlocking roles with medicine. 

How many tax dollars go into public assistance 
funds for maintenance and medical care for the dis- 
abled? How do you put a price tag on the independ- 
ence and happiness of a working paraplegic who 
is back with his family? How many disabled men 
and women are doing jobs they have never done 
betore—oftten better jobs learned in vocational work- 
shops under medical supervision? The answers are 
being spelled out every day in every region of our 
country. 

In New York City, for example, is Dr. Glenn 
Reynolds, 32, whose legs were paralyzed by polio- 
myelitis five years ago. Now he is one of five “wheel 
chair doctors” learning adaptive techniques of his 
profession at the Institute of Physical Medicine and 
Rehabilitation. Says Dr. Reynolds: “My handicap is 
really a help in my work. Why, when patients see 
me they decide theyre not so badly off after all.” 
(The U. S. Office of Vocational Rehabilitation re- 
ports that 64 physicians were among 71,570 severely 
disabled persons rehabilitated into self-sufficiency 
last year. One doctor is a paraplegic who owns the 
only hospital in his town, and is its chief surgeon 
and administrator. ) 

In Washington, D. C., Miss Mary Switzer, direc- 
tor of the O. V. R., estimates that in the next three 
years, rehabilitees of 1956 will pay back in federal 
taxes the amount of money which the U. S. had 
spent for their restoration—$32 million dollars. 
(States had contributed another $19 million dollars. ) 
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In Cadott, Wis., Attorney Frank E. Huettner, who 
lost the use of his legs in an automobile accident 
during childhood, is handling 50 legal cases a year. 
He is the first person to complete college and law 
school courses by means of a telephone hookup be- 
tween classrooms and his home. (Telephone com- 
panies in 47 states, Alaska, and Hawaii now are co- 
operating with school authorities in making the 
same system available in their communities at a cost 
averaging $15 a month. One bedridden victim of 
poliomyelitis in Fond du Lac, Wis., recently used 
the hookup to enact a speaking role “on stage” in a 
school play. ) 

And in Lubbock, Texas, Jesse Bumpass, who lost 
virtually all of his sight and hearing from starvation 
in a wartime Japanese prison camp, began highly 


Fig. 2.—Workers on crutches and wheel chairs outside 
Abilities, Inc., the New York factory which employs only the 
disabled, 9 out of 10 of whom had never worked anywhere 
else before because of their handicaps. The company has 
“graduated” more than 300 employes to other firms in the 
past five years. 


skilled work at an Air Force base—feeding data into 
intricate electronic computers. One of his superiors 
said: “At first we thought Bumpass would have to 
be helped because of his handicaps. Actually the re- 
verse has happened. Others of the staff come to him 
for assistance.” 

Other amazing stories of skill by the so-cailed 
handicapped repeatedly turn up in medical case re- 
ports and industrial records. Harold V. Connelly, 
born with a partially paralyzed left arm 4.5 in. 
shorter than the right, took up weight lifting; last 
year he became the first American since 1924 to win 
an Olympic Gold Medal in hammer throwing (he is 


3 
ij 
4 
: 
1 
- 4 
% 
\ 
e 
% j 
ay 


1148 MEDICINE AT WORK 


world champion in two weight-throwing categories. 
An international champion pistol shooter from Hun- 
gary, Karoly Takacs, thought his career was over 
when he lost his right hand in an accident; but 
within eight months he had overcome complex phys- 
iological hurdles to win the world championship— 
shooting with his left hand. 


Value to Industry 


Many a well-trained blind man in a photographic 
dark room can do 30% more work than sighted co- 
workers because of his highly developed senses of 
touch and hearing. Arm and hand muscles strong 
enough to walk with are enabling paraplegics at 
bench jobs to outperform some ordinary workmen 
alongside. Industry after industry is accepting the 
handicapped as employees, but the motive is not 
pity or charity; it is productivity. 

In the past decade production records of thou- 
sands of physically handicapped indicate beyond 
any question that they are equal to—and in some in- 
stances better than—their able-bodied co-workers in 
such important factors as attendance, safety, turn- 
over and output. The Firestone Rubber Company 
has 150 deaf employees alone among its disabled 
workers. An aircraft firm in Dallas has, among its 
300 disabled employees, poliomyelitis victims as 
technical writers, amputees as machine operators, 
and cardiac patients as tool designers. Westing- 
house, Radio Corporation of America, and General 
Electric assign delicate wiring operations for tele- 
vision and radio circuits to handicapped workers. 
In one recent year, Lockheed saved $65,000 in sal- 
vage by employing a workshop for the blind to re- 
cover tiny nuts, screws, and washers from sweepings 
below its B-47 production line. A Ford personnel 
officer remarked: “If a job can be done with one 
arm, why shouldn't an employer hire a man with 
one arm to do it?” 

Industry has an ample pool of disabled from 
which to draw manpower. There are some 2,230,000 
seriously handicapped men and women of employ- 
able age who are wasting away their skills, their 
outlooks, and their countrymen’s insurance and tax 
dollars—when they can be rehabilitated into paying 
jobs. The total is being increased annually by about 
250,000. Every day of every year the American pub- 
lic is paying $1,500,000 in taxes to provide mainte- 
nance and medical care for our disabled. Yet, one 
government study shows that earnings of the dis- 
abled persons rehabilitated last year rose by 580% — 
from 19 to 129 million dollars. 

Of course, a man does not suddenly become 
skilled by virtue of his handicap. It takes expert 
counseling and training under medical guidance to 
develop capabilities out of disabilities, to minimize 
the handicap while maximizing every remaining ap- 
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titude. This has led to complex procedures in the 
123 Veterans Administration hospitals having reha- 
bilitation programs. In some cases, patients are 
placed on the VA payroll for as long as a year in a 
“member-employee” program designed to orient 
them to outside work conditions. Another VA pro- 
gram, called “planning for discharge,” enlists the 
aid of Bnai Brith, Gold Star Mothers, and other 
service organizations. 

Job training for the handicapped also takes place 
at special centers, in some general hospitals, and 
even on the work site. In the past 12 years the 
Bulova Watch Company has turned out 545 dis- 
abled graduates in its school of watchmaking. Fig- 
ures released Jast month reveal that out of 192 grad- 
uates who were most severely handicapped ( practi- 


Fig. 3.—Everything needed at a mixing center in a cardiac 
kitchen designed by the Chicago Heart Association is in 
sitting reach of cardiac patients. The gravity dispenser at 
right holds flour and sugar. 


cally all paraplegics), 91% still are using skills 
learned in the school, and averaging an annual in- 
come of $4,400. 


Able-bodied Need Not Apply 


Some companies flatly refuse to hire able-bodied 
employees, posting the help wanted sign for dis- 
abled only. One is the Paraplegics Manufacturing 
Company in Franklin Park, Il. Another is Unlimited 
Skills, Inc., founded last year in Montreal, Canada, 
with the counsel of an advisory group of business- 
men. Similar advice laid the groundwork for Abil- 
ities, Inc., when it was formed in 1952 by Henry 
Viscardi, who has turned his handicap (he was born 
legless ) into an inspiration for thousands of disabled 
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persons. Nine out of 10 of his employees had never 
worked anywhere else because of their disability. 
When Viscardi first told his company organization 
plans to several businessmen on Long Island, they 
applauded and got ready to donate to a good cause. 
But he did not want money on those terms. Viscardi 
told them: “We'll gladly borrow your money, if 
you'll take our notes. This whole idea is sound only 
if the company can pay its own way and make 
money.” 

Today, Abilities, Inc., is a whopping success, 
having tripled its capacity last June on a new site in 
Albertson, N. Y., and now employing some 350 
workers in electronics assembly subcontracting. As 
the A. M. A. House of Delegates honored Viscardi 
last summer with its Distinguished Service Citation, 
he told the source of his own inspiration: his family 
physician, Dr. Robert R. Yanover. Said Viscardi: 
“He stood me up straight and tall on these artificial 
limbs which | now wear. When I asked him how I 
could repay him for this great service, he told me 
that if | could make the difference for but one other 
life, the difference between a life dependent on the 
charity of the community or of the family, or a life 
sweet and rich with the dignity of self-sufficiency, 
then he would be repaid.” 

That, Viscardi has done more than hundredfold. 
His nonprofit firm (all excess earnings are siphoned 
into research and expansion ) so far has “graduated” 
more than 300 employees to other companies in 
order to create vacancies for a long waiting list of 
handicapped job applicants. Among the research 
projects under way at Abilities, Inc., are a two-year 
study to determine the effect of mechanization on 
the disabled worker, and a three-year study to ex- 
amine the emotional, medical, and sociological as- 
pects of former and present employees—to show 
how they have changed under competitive working 
conditions. The findings could set the stage for es- 
tablishment of companies employing only the handi- 
capped in other communities. 

Viscardi feels that doctors themselves may be un- 
derestimating the potentialities of their patients. To 
illustrate his point, he sent questionnaires several 
years ago to 311 physicians, members of an indus- 
trial medical society. The quiz sheet listed a variety 
of disabilities, with questions inquiring who should 
or should not be authorized for employment. With 
reference to more than half of the disabilities, most 
of the answering physicians replied that they would 
not approve hiring of such applicants. Yet every dis- 
ability matched the handicap of a successful em- 
ployee at Abilities, Inc. 

The sort of thinking reflected in those question- 
naire replies, in Viscardi’s opinion, may be influ- 
enced partly by the sad state of workmen's compen- 
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sation programs in our country today. He says: “No 
longer is workmen's compensation a stopgap aid 
during unemployment resulting from industrial dis- 
ability. Rather it has become a way of life. We have 
lost sight of the real goal—the return of the worker to 
active employment. If he remains idle too long, the 
productive spark burns out. Too late he may recog- 
nize that subsidy is no substitute for opportunity.” 
One prominent physician has described the typical 
workmen's compensation law as insuring to an in- 
jured employee “a sum of money which he spends 
and a disability which he keeps.” 

The picture is not all black, however. One shining 
exception is the Ontario Workmen’s Compensation 
Board, whose policies and administration have pro- 
vided a world standard for more than 40 years. 


Fig. 4.—A blind and deaf employee of Abilities, Inc., 
receives work instructions from Anthony Viscardi, head of 
the Albertson, N. Y., electronics subcontracting firm which 
hires only the physically handicapped. He is “writing” 
directions in the palm of her hand. 


Although the board operates a 500-bed hospital and 
rehabilitation center for the care of long-term or 
problem patients, most restoration services are pro- 
vided through local facilities. Physicians may be 
selected freely by claimants, and are paid directly 
on a fee for service basis according to a schedule 
agreed upon with the Ontario Medical Association. 
The board’s policy and practice is that “rehabilita- 
tion must be a community effort, involving doctors, 
employers, labor groups and social agencies. How- 
ever, the doctor is the principal figure, as on him 
hinges the treatment and estimation of physical 
capabilities.” 
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Community Is Keystone 


Indeed, the importance of community effort tran- 
scends all industry and workmen’s compensation 
programs. It is the very keystone of medical rehabili- 
tation, for without the vitality of community groups, 
without the neighbor-to-neighbor concept, we step 
backward toward pity, instead of enabling efforts, 
for the disabled. 

In Kansas City, Mo., for example, a rehabilitation 
institute is functioning smoothly because of co- 
operative sponsorship by the Jackson County Medi- 
cal Society and nine civic, charitable, and voluntary 
health organizations. The presidents of each organi- 
zation are ex officio board members with full voting 
privileges. 

Under lowa’s Cardiac-in-Agriculture program, 
representatives of the county extension service, 
working with the local medical society, the Univer- 
sity of Iowa Medical College, and the Heart Asso- 
ciation, visit the farmer with suspected heart disease 
to determine how he might continue farming with 
reorganization of work to meet his capabilities. If he 
must quit farming, then the state Vocational Re- 
habilitation Service offers to help toward possible 
retraining for another job. 

Cooperative community action in Indiana is con- 
sidered so vital that the state board of health, in 
surveying rehabilitation needs for the Indianapolis 
area, recently enlisted the help of local medical 
society leaders, health and welfare council officials, 
claims men and lawyers for compensation insurance 
companies, representatives of organized labor, 
spokesmen for personnel management and industry, 
and three local clergymen. 

Similar consideration for the disabled outside of 
industry also is at last reaching a class of handi- 
capped too easily overlooked—the American house- 
wife. Out of an estimated 26 million seriously 
disabled persons in the United States, between 5 
and 10 million are housewives, of whom about 1 
million are on crutches or in wheel chairs. Many of 
them are just beginning to benefit from the research 
which until now has been concentrated on the 
crippled in industry. Organizations such as the 
Chicago Heart Association (designing an easier-to- 
manage “cardiac kitchen”), the New York Heart 
Association, the National Foundation for Infantile 
Paralysis, the Disabled Homemakers’ Research 
Fund, and the Institute for Physical Medicine and 
Rehabilitation at the New York University—Bellevue 
Medical Center are hard at work in this hitherto for- 
gotten field. They are fitting household tasks to by- 
pass specific disabilities, rearranging the household 
itself and adapting home equipment to more effi- 
cient use. 
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The effect of these cooperative efforts will be felt 
for many years to come. Dr. Samuel S. Herman of 
the Office of Vocational Rehabilitation told the Uni- 
versity of Connecticut School of Economics last 
June: “Far too little has been given to the rehabilita- 
tion needs of women. The disability of a wife and 
mother can destroy a home, cast children adrift, ex- 
haust the husband’s earnings, and produce public 
costs which are so large and so prolonged as to be 
almost immeasurable.” 

To help the handicapped housewife, as well as 
disabled persons everywhere, amateur and _profes- 
sional inventors have devised hundreds of ingenious 
devices: bladed forks, automatic page turners, tele- 
phone holders, foot pedals for machine operations, 
one-handed _ lipstick, foot-controlled nail clippers, 
special tongs for blowing the nose, one-handed egg 
breakers. A friction wheel developed by and for 
handicapped workers at Abilities, Inc., twists cables 
so much faster than conventional methods that it 
has now been adopted by other factories to speed 
production by their able-bodied workers. Several 
weeks ago in Los Angeles, physicians saw a servom- 
eter-activated, pneumatically powered artificial arm 
(there are only four models in this country ) perform 
functions which could not be done with limbs oper- 
ated only mechanically. 

Artificial limbs have been in use since ancient 
times, but in the last decade their design and manu- 
facture with lightweight components have revolu- 
tionized the lives of many men and women who 
otherwise might have preferred no prosthetic aid to 
bulky and heavy devices. Even more recently, manu- 
facturers drawing upon medical advice have opened 
new worlds for handicapped children by scaling 
down artificial limbs on a broad production basis. 


Centers and Family Doctors 


New worlds open every day for children at the 
Crotched Mountain Rehabilitation Center in south- 
ern New Hampshire. The only place of its kind for 
handicapped youngsters, this facility promises to be- 
come the foremost rehabilitation center of the world 
when plans are realized for a 5-million-dollar adult 
unit, an academy for training and research, and a 
“village” designed in every detail for the handi- 
capped. In this country there are only about a dozen 
such privately operated comprehensive rehabilitation 
centers—where specialists in many fields of medicine 
coordinate the recreational, vocational, placement, 
social, psychological, and other services necessary 
for complete rehabilitation of the severely disabled. 
Other centers include the Institute of Physical Med- 
icine and Rehabilitation in New York City (in- 
itially financed with a $1,500,000 gift by Bernard 
Baruch); the Rehabilitation Institute of Chicago 
(established with $400,000 which Dr. Paul B. Mag- 
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nuson’s committee raised from business and_ in- 
dustry, private welfare agencies, foundations, and 
individuals ); the Woodrow Wilson Rehabilitation 
Center in Fishersville, Va.; the Institute for Crip- 
pled and Disabled in New York City; the “May 
T. Morrison” in San Francisco; and the Kessler In- 
stitute of Rehabilitation in West Orange, N. J. 
While these centers perform a vital function in 
making the lives of severely handicapped indi- 
viduals whole again, they cannot possibly meet the 
vast rehabilitation needs of thousands of commu- 
nities all across the nation. Herein lies the challenge 
to every American physician, particularly to family 


. 
doctors, who are closer to problems of the disabled 


than any other group in the United States. This 
challenge is being delineated and accepted at every 
level of organized medicine, starting with the intra- 
council A. M. A. Committee on Rehabilitation, 
headed by Dr. Frank Krusen: 

—Five medical societies in the District of Colum- 
bia, Maryland, and Virginia are pooling their fa- 
cilities and efforts with 140 separate volunteer 
health and other agencies to develop a central 
service and “directory of resources for the handi- 
capped.” 

—A similar “area service” for member physicians 
has been operating under joint medical society 
auspices in Montgomery, Delaware, and Philadel- 
phia counties, Pennsylvania. 

—In Minnesota, which has three comprehensive 
rehabilitation centers, six satellite centers have been 
established in strategically placed outlying areas 
selected to coincide with both population needs and 
available hospital facilities. (Administration of sev- 
eral of these satellite centers is rotated regularly 
among members of the respective medical society's 
rehabilitation committee. ) 

—Authorities in various phases of medical re- 
habilitation will be asked to prepare papers for 
publication in THe JourNAL, under auspices of the 
A. M. A. Committee on Rehabilitation. 

—The same A, M. A. committee is encouraging 
all state medical associations to set up active re- 
habilitation committees. (Committees on rehabili- 
tation already are active in 112 county medical 
societies. ) 

—Three-fourths of the 85 medical schools in this 
country now have coordinated teaching programs to 
bring to undergraduate medical students the basic 
principles of rehabilitation—thus orienting thou- 
sands of budding general practitioners as well as 
students who later will become specialists in this 
and other fields. 

—Increasing numbers of medical schools are 
scheduling postgraduate and refresher courses for 
general practitioners to increase their knowledge of 
modern rehabilitation methods. Typical is the Uni- 
versity of Buffalo medical school, which has joined 
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with a dozen hospitals in the surrounding region to 
offer a 20-week postgraduate course and monthly 
clinical conferences on the subject. 


Solutions Ahead 


Dr. Howard Rusk, emphasizing the essential part 
played by family doctors, has stated: “Rehabilita- 
tion of most disabled persons is within the scope 
of the practicing physician, provided the hospi- 
tal has adequate ancillary personnel to furnish the 
desired training. . . . For the average hemiplegic, 
adequate training can be given in a general hospital, 
a doctor's office, or even at home. He does not need 
a rehabilitation center. . . . The doctor must write 
the prescriptions for social and vocational needs and 
see that they are properly filled just as he would for 
drugs or diet.” 

Probably the greatest single development aftect- 
ing rehabilitation in recent years, says Dr. Rusk, is 
the Salk poliomyelitis vaccine which, since its intro- 
duction in 1954, has prevented an estimated 10,000 
cases of paralytic poliomyelitis in the U. S. He be- 
lieves that future success of the vaccine and of al- 
lowing others like it may reduce disabilities to the 
point of more efficient total rehabilitation of other 
handicapped persons. 

The future holds other promises, too: More in- 
tense efforts to rehabilitate disabled housewives; 
even greater acceptance of the handicapped in in- 
dustry to meet growing manpower demands; re- 
search and action to bring self-sufficiency (possibly 
through bedside work) to the millions of home- 
bound disabled who now are labeled unemployable. 

Meanwhile, it is the present, not the future, which 
is uppermost in the minds of all unemployed dis- 
abled persons as they read and hear about miracles 
in modern medicine—and wonder whether the same 
society which can save a life can also give meaning 
to it. Having survived, they now desperately need to 
be revived. For them, rehabilitation is much more 
than a cure, much more than a way to a job. It is 
delicious freedom from a prison of dependence. 
Their hopes and prayers might very well lie in the 
credo of Abilities, Inc.: 

I do not choose to be a common man. It is my right to be 
uncommon—if I can. I seek opportunity—not security. I do 
not wish to be a kept citizen, humbled and dulled by having 
the state look after me. I want to take the calculated risk; to 
dream and to build; to fail and to succeed. I refuse to 
barter incentive for a dole. I prefer the challenges of life to 
the guaranteed existence; the thrill of fulfillment to the stale 
calm of Utopia. I will not trade a freedom for a beneficence 
nor my dignity for a handout. I will never cower before any 
master nor bend to any threat. It is my heritage to stand 
erect, proud, and unafraid; to think and act for myself, 
enjoy the benefit of my creations, and to face the world 
boldly and say, “This I have done.” For our disabled mil- 
lions, for you and me, all this is what it means to be an 
American. 
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ACNE, ASTHMA, AND ATTITUDE 


N THIS issue of THe JourNnaL, page 1110, 
there is a plea for the physician to ex- 
plain to the patient the nature of his ill- 
ness, the rationale of its management, 
and the general prognosis. The article discusses the 
need for such an explanation, but does not dwell on 
the mode of presentation. While explaining the 
mechanism and significance of symptoms is impor- 
tant for patients with all forms of sickness, such ex- 
pressions of sympathetic interest become even more 
meaningful where the disease has a prominent emo- 
tional veneer. 

Physicians are well aware of psychosomatic in- 
fluence as a partial, or on rare occasion even total, 
cause of organic disease. The consideration of the 
emotional factor in illness is now almost “second 
nature,” especially in the diagnosis of allergic or 
dermatological manifestations. Yet, the lack of 
some specific emotional pattern in any form of 
these particular diseases, or the failure of some 
even vaguely similar emotional pattern to consist- 
ently show itself with any one disease, tends to 
keep alive the belief that organic illness usually 
has organic etiology. 

The attitude of a patient when he first seeks 
treatment is frequently quite obvious. But what of 
the attitude of the doctor? Unfortunately, too many 
patients pay less attention to what their personal 
physician says than they do to the manner in which 
the advice is delivered. Any attempt by the physi- 
cian to minimize signs or symptoms that are to the 
sick person grossly overt evidence of imperfect 
health can nullify the most honest diagnosis as well 
as the most obvious potential benefit. 
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Contrary to popular belief, there are persons who 
accept, without hesitation, a diagnosis implying they 
are victim to a disease of mental pathogenesis. It is, 
therefore, important to remember never to excuse 
illness solely as an expression of mental conflict, just 
as it is equally important not to increase the hope- 
lessness of a patient by dismissing his disturbing 
symptoms altogether. Patients must not be deprived 
of all available diagnostic techniques at the expense 
of their psyche. Psychiatric referral must have a firm 
basis; it must not be an excuse. 

In the great majority of allergic conditions, some 
intolerance to food, pollen, or other environmental 
factor is usually found. Most diseases of the skin can 
be demonstrated to have a microbiological, toxi- 
cological, or systemic cause. In addition, it is not 
unusual to have both types of disease result from 
heredity. The psychiatrist himself makes the strong- 
est plea that his medical colleagues eliminate every 
organic possibility before considering the psychoso- 
matic tangent. 

With any disease, the doctor must not just make a 
diagnosis but—of greater significance—must be able 
to stabilize, rather than accentuate, the personality 
adjustment to the disease, diagnosed or not. The atti- 
tude of the family physician becomes of increased 
consequence, therefore, according to the attitude of 
the sick person. This same attitude of empathy must 
not end once the tentative diagnosis is made. Confi- 
dence of cure must be demonstrated by the attend- 
ing physician if it is to be expected that the patient 
will have equal confidence that his physician will 
cure him. 

Acne and asthma are just two examples of the 
many illnesses in which the doctor's attitude some- 
times carries more weight than the doctor’s apothe- 
cary. Attitude alone can be the needed catalyst to 
accelerate the reaction leading to a successful treat- 
ment. 


DANGER AND OPPORTUNITY 


In making their thought pictures, the Chinese 
combine the character for danger and the character 
for opportunity to form the word picture that de- 
scribes the word “crisis.” Nothing would more aptly 
describe the situation now facing us in regard to 
Asian influenza vaccine. 

The thought of government intervention in the 
practice of medicine is abhorrent to physicians gen- 
erally. There was early agreement that the United 
States Public Health Service should not be called 
upon to control and allocate the Asian influenza 
vaccine and that it should follow the regularly es- 
tablished trade channels. In July, the A. M. A. Spe- 
cial Committee on Influenza urged state and local 
medical societies to take the necessary steps in com- 
bating the threat of an Asian influenza epidemic. 
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The Committee recommended the appointment of 
state and local advisory committees to establish 
within communities priorities, so that individuals 
whose services are necessary to maintain essential 
basic community services might receive the vaccine 
first. On August 28, the State and Territorial Health 
Officers concurred in these recommendations and 
submitted them to the surgeon general of the Public 
Health Service, who approved them. The Special 
Committee on Influenza suggested to state and local 
medical societies that they offer the leadership in 
this complex community problem. A number of 
medical societies have taken definitive action. There 
have been many unforeseen problems in the place- 
ment of orders. delivery, and distribution of vaccine. 
The vaccine will be given in the majority of cases by 
physicians who must use their judgment in carrying 
out previously agreed upon pricrity systems. 

Certainly, it would do serious harm to every phy- 
sician in the country if the voluntary nongovern- 
mental priority vaccine program breaks down. In 
spite of certain past inequities, misunderst ‘ndings, 
and some deviations from agreed priorites, it is 
more desirable than ever that physicians subscribe 
to and use all their professional prestige to insure 
that the medical pricritv system be followed. 

The vaccine priority program is real; there is not 
enough vaccine to go around and there will not be 
for some time. Physicians cannot ignore this fact, 
and they should not permit a program of indiscrimi- 
nate vaccination without concern for essential pri- 
orities. Fortunately, instances in which this has 
occurred are not representative of the actions of 
physicians as a whole. Most physicians have demon- 
strated a mature sense of social responsibility. 

In the final analysis, the assurance that priority 
plans will be followed depends on the full and com- 
plete cooperation in the chain of distribution from 
the manufacturer, to the wholesale druggists and 
retail pharmacists, through the physician, and, final- 
ly, to the patient. Of equal importance, organiza- 
tions and individuals should await their turn for 
vaccine in order of priority. Cooperative community 
thinking and serious consideration are required, be- 
cause it is a community responsibility. 


NATIONAL LIBRARY OF MEDICINE 


The National Library of Medicine, established by 
Public Law 941, 84th Congress, has just completed 
its first year of operation under its new sponsor, the 
Public Health Service, and the first annual report 
of the library has just been issued. The record is an 
amazing one. It would appear that the renaissance 
of this great institution, begun through the initiative 
of the Army Medical Service, is now coming to full 
flowering. 
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The library has vigorously pushed its comprehen- 
sive acquisitions policy, and is receiving important 
medical literature from the four corners of the earth. 
Under its new loan policy this material is freely 
available to physicians throughout the United States, 
on request made through local libraries. The pub- 
lications program of the library, which includes 
catalogs, indexes, and bibliographies of all kinds, is 
most impressive, and is a clear indication that the 
library is utilizing its full resources in offering a 
truly national service. Everyone who must wrestle 
with the vast and complicated outpouring of medi- 
cal literature—and this includes, at one time or 
another, almost all physicians—can feel only pleasure 
and pride in the library’s achievement. 

There is one somber fact to be noted: after 40 
years of striving the library has not yet obtained the 
new building which it so desperately needs. If any 
doubt existed as to the reality of this need, it will 
be dissipated by perusal of the current issue of the 
National Library of Medicine NEWS, which carries 
a description of how. during September, over 400 
books of the early 19th century were damaged when 
water backed mp and overflowed from faulty drain 
pipes in the library’s present antiquated structure, 
built in 1887. Among the total losses were several 
volumes of Sir Astley Cooper’s works, Abraham 
Colles’ treatise on surgical anatomy (1811), and a 
hand-painted illustrated edition of Cooke's pocket 
anatomy. The library describes the loss as tragic; it 
seems to us that this is the word for the whole situa- 
tion of delay in construction of a new building. It is 
a mystery why funds have not been obtained for a 
measure which is of immediate concern to every 
worker in the medical sciences, and indeed to the 
health of the nation and the whole future of the 
medical research and practice. 


POLIOMYELITIS VACCINATION REMINDER 
CARDS 


By the time this editorial appears. every practicing 
physician in the United States will have received 
two cards concerning poliomyelitis in the mail. Both 
are reminders to the doctor's patients—one encourag- 
ing them to start or complete their poliomyelitis 
vaccination series if they have not already done 
so, the other urging them to get their third inocula- 
tion. By filling out an enclosed form, each doctor can 
order free from the A. M. A. as many of these cards 
as he needs to send to his patients. 

The two cards, together with a letter from 
A. M. A. President David B. Allman, mark the polio- 
myelitis inoculation campaign’s “operation cleanup.” 
They are designed to round up all the stragglers not 
yet motivated by previous efforts. 

There are still plenty of stragglers. Even though 
approximately 72 million Americans have already 
received one or more doses of vaccine, 44 million 
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need second or third injections. Approximately 37 
million more have not had any poliomyelitis inocu- 
lations at all. 

Vaccine supplies are now ample to meet all fore- 
seeable needs. The United States Public Health 
Service forecasts that about 13 million cubic centi- 
meters will be released monthly during November 
and December. About 29 million cubic centimeters 
were released during September and October. Com- 
pared with the 28 million cubic centimeters released 
in June, July, and August and the 8 million cubic 
centimeters released monthly during the first eight 
months of the year, more vaccine is available now 
than has been since early this year. 

Since most vaccinations, now, will take place in 
the doctor’s office, the A. M. A. Committee on Polio- 
myelitis—headed by Julian P. Price—feels that the 
final push should come from the doctor, himself, di- 
rectly to his own patients. 

The success of local and state medical society 
drives earlier this year amply demonstrated the im- 
portant part physicians play in getting people to be- 
come immunized. Every physician has patients who, 
by themselves, will not take the initiative to get their 
poliomyelitis vaccinations. Many, however, might 
take the necessary steps if they were encouraged by 
their doctor, whom they respect as an authority on 
health. These reminder cards are designed to help 
reach those patients who need a word of advice from 
the man most concerned with their health—their own 
doctor. 

When the American Medical Association launched 
its poliomyelitis inoculation campaign in January, 
it set as its goal vaccination of all persons under the 
age of 40 years. Until that goal is accomplished and 
poliomyelitis vaccination has taken its place with 
immunization against whooping cough and diph- 
theria as part of the routine program for infants and 
children, the poliomyelitis drive is not over. 


FOR A NATIONAL BLOOD PROGRAM 


While progress in blood transfusion services is 
being made locally, there is urgent need for the de- 
velopment of favorable and satisfactory assistance 
for the exchange of blood or blood credits on the 
national level. In terminology—to cite just one 
handicap in current exchange operations — some 
communities define a blood “unit” as 500 cc. while 
in others it is 450 cc., or another quantity. There 
are variances, too, in collection methods and stand- 
ards, safe storage periods are not universally es- 
tablished or accepted, and there is no mechanism 
for accrediting blood banks. 

These and other problems are natural outgrowths 
of a situation requiring great patience and under- 
standing, for the separate efforts in blood transfusion 
service do spring from pure and humanitarian mo- 
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tives. Yet the situation shows a lack of unity calling 
for the establishment of—in the words of the Joint 
Blood Council, Inc.—“a national blood program in 
order to assure an adequate supply of blood and 
blood derivatives to the civilian and military popu- 
lation at all times.” President Eisenhower describes 
the Joint Blood Council's mission as one “of signifi- 
cant importance to all Americans.” 

Early this year the nonprofit Council launched a 
postal card survey of over 9,000 hospitals and other 
institutions in order to arrive at the first reliable es- 
timate in six years of how much blood is being 
transfused in the nation, and where the blood came 
from, (A special article embodying a detailed re- 
port of this survey is on page 1135 of this issue. ) 
Now the Council is in phase 2 of its preliminary 
study—it is asking officials of some 5,200 hospitals, 
blood banks, and other blood transfusion facilities 
to supply more details about their services. Data 
from these questionnaires will benefit both individ- 
ual organizations and the nation as a whole. 

The Joint Blood Council must first study all as- 
pects of the problem. Only then can it work toward 
an agreed plan of research, an authoritative infor- 
mation program, accreditation procedures, a nation- 
wide blood exchange system, advisory status for 
itself in dealing with other agencies, and a cam- 
paign to enlist blood donors. 

That there is essential need for a smoothly oper- 
ating blood program cannot be doubted. The need 
exists for both the physician and his patient who 
some day will require blood in a hurry; in the hos- 
pital which may have to get it from a transfusion 
service outside its own walls; and in a government 
which will have to know all details about machin- 
ery for mass supply of blood during any civil or 
military disaster. 

Although the Joint Blood Council is being helped 
in its study by a $50,000 federal grant, the effort is 
strictly nongovernmental in direction, Cooperative 
action is being taken by the Council members rep- 
resenting five national associations principally con- 
cerned with procuring, processing, preserving, and 
distributing blood and blood derivatives. These are 
the American Association of Blood Banks, the 
American Hospital Association, the American Medi- 
cal Association, the American National Red Cross, 
and the American Society of Clinical Pathologists. 
They seek “a well known and respected transfusion 
service to the people of the United States through 
the medical profession.” 

Because the cooperative effort will arrive at pol- 
icies by mutual agreement, rather than by arbitrary 
decree, the health professions and the public can 
look forward to a system of proper operational 
guidelines. Thus there is no prospect of the autoc- 
racy mentioned by Shakespeare in his “Merchant of 
Venice”: “The brain may devise laws for the blood, 
but a hot temper leaps o'er a cold decree.” 
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ORGANIZATION SECTION 


ANNUAL A. M. A. MEETING IN SAN 
FRANCISCO, JUNE 23-27, 1958 


Plans are now under way for the Scientific Pro- 
gram at the Annual Meeting of the American Med- 
ical Association, San Francisco, June 23-27, 1958. 
There will be a full week of lectures, motion pic- 
tures, color television, and scientific exhibits. 

The lecture program for each section of the 
Scientific Assembly is prepared by the secretary of 
the section. A prospective participant should com- 
municate at an early date with the secretary of the 
section before which he wishes to read a paper. 
The deadline for submission of titles of papers is 
Dec. 15. 

The Scientific Exhibit is arranged by the Council 
on Scientific Assembly in cooperation with the 
representatives to the Scientific Exhibit from the 
sections. Application blanks for space may be ob- 
tained trom the section representatives or from the 
Secretary of the Council on Scientific Assembly. 
The deadline for the submission of applications is 
Jan. 1, 1958, but applicants are urged to send in 
applications as early as possible before that time. 

The motion picture program is prepared by the 
Director of Medical Television and Motion Pictures 
of the Council on Scientific Assembly. All films are 
subject to preview before they are accepted. In- 
quiries concerning the submission of films should 
be addressed to the Director of Medical Television 
and Motion Pictures in care of the Secretary of the 
Council on Scientific Assembly. The deadline is 
Jan. 1, 1958. 

Color television will originate at one of the San 
Francisco hospitals and will be shown in a hall in 
the vicinity of the Civic Auditorium. The local 
committee on color television will have charge of 
the program, which will be arranged in cooperation 
with the Director of Medical Television and Motion 
Pictures of the Council on Scientific Assembly. 

Additional information may be obtained from the 
Secretary of the Council on Scientific Assembly, 
American Medical Association, 535 N. Dearborn 
St., Chicago 10. 

The addresses of the section secretaries and repre- 
sentatives to the Scientific Exhibit from the sections 
are as follows: 


Anesthesiology 

Secretary—Daniel C. Moore, M.D., 1118 Ninth 
Ave., Seattle 1. 

Exhibit Representatives—Edwin L. Rushia, M.D., 
University Hospital, Augusta, Ga. 


Dermatology 


Secretary—Clarence S$. Livingood, M.D., Henry 
Ford Hospital, Detroit 2. 

Exhibit Representative—Stanley E. Huff, M.D., 
636 Church St., Evanston, Ill. 


Diseases of the Chest 

Secretary—Burgess L. Gordon, M.D., The Love- 
lace Foundation, 488 Gibson Blvd. S. E., Albu- 
querque, N. Mex. 

Exhibit Representative—Edwin R. Levine, M.D., 
109 N. Wabash Ave., Chicago 2. 


Experimental Medicine and Therapeutics 
Secretary—Elliot V. Newman, M.D., Vanderbilt 
University Hospital, Nashville 5, Tenn. 
Exhibit Representative—Joseph F. Ross, M.D., 
University of California Medical Center, Los An- 
geles 24. 


Gastroenterology and Proctology 

Secretary—William H. Dearing, M.D., 200 First 
St. S. W., Rochester, Minn. 

Exhibit Representatives—George G. McHardy, 
M.D.. 3636 St. Charles Ave., New Orleans 15, and 
Willard H. Bernhoft, \f.D., 2900 Main St.. Buffalo 
14. 


General Practice 

Secretary—E. |. Baumgartner, M.D., 25 Alder 
St., Oakland, Md. 

Exhibit Representative—I. Phillips Frohman, 
M.D.. 2924 Nichols Ave. S. W., Washington 20, 
D.C. 


Internal Medicine 

Secretary—Rudolph H. Kampmeier, M.D., Van- 
derbilt University School of Medicine, Nashville 
5. Tenn. 

Exhibit Representative—Henry T. Ricketts, M.D., 
950 E. 59th St., Chicago 37. 


Laryngology, Otology and Rhinology 

Secretarv—Hugh A. Kuhn, M.D., 112 Rimbach 
St.. Hammond, Ind. 

Exhibit Representative—Walter E. Heck, M.D., 
Stanford University Hospitals, San Francisco 15. 
Military Medicine 

Secretary—Col. Charles H. Bramlitt, M. C., 
U. S. A. F., Directorate of Professional Services, 
Office of the Surgeon General, Washington 25, D. C. 

Exhibit Representative—Col. Douglas B. Ken- 
drick, M. C., U. S. Army, Room 2603, Main Navy 
Bldg., Washington 25, D. C. 
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Nervous and Mental Diseases 

Secretary—Adolph L. Sahs, M.D., University 
Hospitals, lowa City. 

Exhibit Representative—Benjamin Boshes, M.D., 
Northwestern University Medical School, 303. E. 
Chicago Ave., Chicago 11. 


Obstetrics and Gynecology 

Secretary—Keith P. Russell, M.D., 511 S. Bonnie 
Brae St., Los Angeles 57. 

Exhibit Representative—Frederick H. Falls, M.D., 
P. O. Box 47, River Forest, Ill. 


Ophthalmology 

Secretary—Harold G. Schie, M.D., 313 S. 17th 
St., Philadelphia 3. 

Exhibit Representative—Frank W. Newell, M.D., 
950 E. 59th St., Chicago 37. 


Orthopedic Surgery 

Secretary—H. Herman Young, M.D., 200 First 
St., S. W., Rochester, Minn. 

Exhibit Representative—James I. Kendrick, M.D., 
2020 E. 93rd St., Cleveland 6. 


Pathology and Physiology 

Secretary—Hugh A. Edmondson, M.D., 1200 N. 
State St., Los Angeles 33. 

Exhibit Representative—Samuel A. Levinson, 
M.D., L. A. Weiss Memorial Hospital, 4646 N. 
Marine Drive, Chicago 40. 


Pediatrics 

Secretary—Wyman C. C. Cole Sr., M.D., 3001 
W. Grand Blvd., Detroit 2. 

Exhibit Representative—F. Thomas Mitchell, 


M.D., LeBonheur Children’s Hospital, Memphis 
5, Tenn. 


Physical Medicine 

Secretary—Earl C. Elkins, M.D., 200 First St. 
S. W., Rochester, Minn. 

Exhibit Representative—Harold Dinken, M.D., 
1756 Race St., Denver 6. 


Preventive Medicine 
Secretary—Frank Princi, M.D., University of 
Cincinnati College of Medicine, Cincinnati 19. 
Exhibit Representative—Paul A. Davis, M.D.. 
633 E. Market St., Akron 4, Ohio. 


Radiology 

Secretary—Traian Leucutia, M.D., Harper Hos- 
pital, Detroit 1. 

Exhibit Representative—Richard H. Chamber- 
lain, M.D., 3400 Spruce St., Philadelphia 4. 


Surgery, General and Abdominal 
Secretary—Gustaf E. Lindskog, M.D., 333 Cedar 
St., New Haven 11, Conn. 
Exhibit Representative—John H. Mulholland, 
M.D., 550 First Ave., New York 16. 
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Urology 

Secretary—Thomas A. Morrissey, M.D., 40 E. 
6lst St., New York 21. 

Exhibit Representative—Milton M. Coplan, M.D., 
550 Brickell Ave., Miami 32, Fla. 


CANCER NOMENCLATURE 


In the March 30 issue of THE JouRNAL, an article 
appeared entitled “Standard Nomenclature in Ap- 
proved Cancer Clinics,” by Drs. Edward T. Thomp- 
son and Danely P. Slaughter. The forms shown in 
the article were offered for information and are not 
endorsed either by the American Medical Associa- 
tion or by the American College of Surgeons as the 
only type of forms that could be used. Less detailed 
ones may be quite adequate. Detail may be ideal 
but is not required for approval of a cancer registry. 

The individuals installing systems on cancer 
nomenclature should acquaint themselves with all 
available forms. Information can be obtained from 
individual publishers, as there are many forms on 
the market. However, the authors of this article 
and those supporting the Standard Nomenclature 
of Diseases and Operations are interested only in 
recommended systems, and the examples were used 
merely to clarify the text of the article. Untortu- 
nately lack of space prevented the inclusion of all 
available forms even for comparative comment. The 
final selection, however, will remain an institutional 
or personal decision as long as the task of record 
maintenance is accomplished. 


COMMITTEE MEETINGS 


Two committees of the A. M. A. Council on 
Medical Service plan regional meetings Monday, 
Dec. 2, in Philadelphia, prior to the A. M. A. 11th 
Clinical Session. The Committee on Maternal and 
Child Care will hold a regional meeting on peri- 
natal mortality and morbidity. Invitations are be- 
ing sent to members of maternal and child care 
committees in Connecticut, Delaware, Maine, 
Maryland, Massachusetts, New Hampshire, New 
Jersey, New York, Ohio, Pennsylvania, Rhode Is- 
land, Vermont, Virginia, and West Virginia. The 
Committee on Aging will hold a regional confer- 
ence for members of state committees on aging. 
Subjects to be discussed include physical exami- 
nations and a health maintenance program, guides 
for the operation of medical society committees on 
aging, medical education in caring for the aged, 
preretirement counseling, and special research pro- 
grams of a medical school. Physicians interested in 
attending either of these sessions should contact 
the Council for further details. 
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DISTRICT OF COLUMBIA 

Personal.—Dr. Roy Hertz, chief, endocrinology 
branch, National Cancer Institute, is making a four- 
week tour of South America and will attend the 
annual Pan American Endocrinology Congress in 
Buenos Aires and lecture at medical schools in 
Buenos Aires and Santiago, Chile. 


FLORIDA 

Society News.—The officers of the Florida Society 
of Pathologists are: Dr. Wray D. Storey, Tampa, 
president; Dr. Walter A. Derrick, Orlando, vice- 
president; Dr. Clarence W. Kitchum, Tallahassee, 
secretary; and Dr. James B. Leonard, Clearwater, 
treasurer, 


ILLINOIS 
Lectures on History of Surgery.—The first of a series 
of 10 lectures on the history of surgery and related 
sciences was presented by Horace W. Magoun, 
Ph.D., of the department of anatomy, University of 
California Medical School, Los Angeles, Oct. 17, 
on “The Evolution of Anatomy,” at the Interna- 
tional Surgeons Hall of Fame. Other lectures in the 
series will be: 
1957 
Nov. 7, “Leonardo da Vinci, the Anatomist,” Dr. Elmer Belt, 
formerly professor of surgery, College of Medical Evan- 
gelists, Los Angeles. 
Dec. 5, “The Evolution of Physiology,” Mr. C. D. O'Malley, 


department of history, Stanford University, San Francisco. 
1958 


Jan. 9, “The Pharmacy in History,” Mr. George B. Griffen- 
hagen, curator, division of medicine and public health, 
Smithsonian Institution, Washington, D. C. 

Jan. 30, “Surgeons in the Invisible World: Immunology and 
Microbiology,” Mr. Morris Leiking, medical historian 
and archivist, Armed Forces Institute of Pathology. 
Washington, D. C. 

Feb. 20, “Transfusion and Infusion,” Dr. Leo Zimmerman, 
chairman, department of surgery, Chicago Medical School. 

March 6, “Physical Diagnosis: Hippocrates, Auenbrugger, 
and Laennec,”’ Dr. Saul Jarcho, consultant to Surgeon 
General of the Army. 

April 17, “Radiation in the Service of Surgery,” Dr. Eugene 
F. Lutterbeck, professor of radiology, Cook County 
Graduate School of Medicine. 

May 1, “Endocrinology and Surgery,” Dr. Rachmiel Levine, 
chairman, department of medicine, Michael Reese 
Hospital. 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


May 15, “Historical Facts About Morgagni, Rokitanski and 
Virchow, Pathologists,” Dr. Esmond R. Long, emeritus 
professor of pathology, Henry Phipps Institute, Univer- 
sity of Pennsylvania, Philadelphia. 

The lectures are open to the medical profession 
and the public. There is no admission charge. 


Personal.—Dr. William H. McCain, Springfield, has 
been appointed medical director of Hill Crest Sana- 
torium, in Quincy, to succeed Dr. Clare Miller, who 
has resigned after 27 vears of service. 


Chicago 

Name Chairman of Pathology Department.—Dr. 
Robert W. Wissler has been named chairman of the 
University of Chicago department of pathology, 
effective Oct. 1, succeeding Dr. Paul R. Cannon. 
who has retired. Dr. Wissler first came to the Uni- 
versity in 1941. In 1947 he was awarded the Howard 
Taylor Ricketts medal for outstanding research by a 
student in pathology and bacteriology and in 1952 
he won the Joseph A. Capps prize of the Chicago 
Institute of Medicine. 


MINNESOTA 


Dr. Braasch Honored.—A portrait of Dr. William 
F. Braasch was presented to the Mayo Clinic and 
Mayo Foundation by foundation alumni who served 
in the section of urology of which Dr. Braasch was 
head from 1914 until his retirement in 1947. The 
banquet at which Dr. Braasch was guest of honor 
was attended by representatives of the American 
Medical Association, the American Association of 
Genito-Urinary Surgeons, and the American Board 
of Urology, which last group Dr. Braasch helped 
to found. Dr. C. D. Creevy, of Minneapolis, director, 
department of urology, University of Minnesota, 
who headed the committee planning the tribute, 
made the presentation. 


Mayo Clinic Retirements in October.—The follow- 
ing October retirements of members of the staff of 
the Mavo Clinic in Rochester have been announced: 

Dr. Eugene Leddy, a member of the staff of the 
Clinic for 32 years. In 1948 he was appointed head 
of the Section of Therapeutic Radiology, a post he 
held until 1953, when he became a senior consultant 
in therapeutic radiology. 

Dr. Frederick A. Figi, a member of the staft for 
34 years. In 1948 he was named a professor of 
plastic surgery and in 1950 became head of the 
section. 
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Dr. Richard M. Hewitt, a member of the Clinic 
staff for 29 vears, became head of the Section of 
Publications in 1933. On Jan. 1, 1958, he will join 
the Publications Division of the Menninger Foun- 
dation in Topeka, Kan. 

William H. Feldman, D. V. M., a member of 
the clinic staff for 30 vears, left Rochester about 
Oct. 1 to become chief of laboratory research in 
pulmonary diseases in the department of medi- 
cine and surgery in the Central Office of the Vet- 
erans Administration, Washington, D. C. In 1944, 
with his colleagues, Dr. Frank D. Mann and Dr. 
H. Corwin Hinshaw, he received the American 
Medical Association’s gold medal for their scien- 
tific exhibit in the field of tuberculosis. In 1955 he 
was awarded the Trudeau Medal of the National 
Tuberculosis Association. 


MISSOURI 

Personal.—Dr. James O'Leary, St. Louis, has been 
appointed to the National Advisory Neurological 
Diseases and Blindness Council for a four-year 
term. Dr. O'Leary is currently professor of neurol- 
ogy at the School of Medicine of Washington Uni- 
versity. 


Pilot Study of Venereal Disease in Teenagers.—The 
second in a series of American Social Hygiene 
Association pilot studies of sex behavior and vene- 
real disease in teenagers has been assigned to the 
Social Science Institute of Washington University, 
St. Louis. Director of the Institute is Dr. Nicholas 
J. Demerath. Dr. Robert Hamblin, research asso- 
ciate of the institute, will direct the study, which 
is scheduled to begin this month. The initial ob- 
jective is to “gain more knowledge of the social, 
cultural, and personality factors that lead teenagers 
to such sexual behavior as may increase the possi- 
bility of venereal disease.” Last spring the associa- 
tion announced the appointment of Dr. Martin 
Loeb, associate professor of social welfare, Univer- 
sity of California, Los Angeles, to direct the west 
coast phase of the teenage study project. The third 
and last study assignment is expected to be given 
next month to the sociology department of an 
Eastern university. Funds for the $92,000 study, 
which is expected to take at least two years to 
complete, are being provided by the Mary Reynolds 
Babcock Foundation of Winston-Salem, N. C., and 
the Child Welfare Foundation of the American 
Legion. 


NEVADA 

State Medical Election.—The officers elected for 
1957-1958 by the Nevada State Medical Association 
are as follows: Dr. Stanley L. Hardy, Las Vegas, 
president; Dr. Roland W. Stahr, Reno, president- 
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elect; Dr. Ernest W. Mack, Reno, vice-president; 
and Dr. William A. O’Brien IfI, Reno, secretary- 
treasurer. 


NEW JERSEY 

Society News.—The officers of the New Jersey So- 
ciety of Internal Medicine are as follows: Dr. Sher- 
wood Vine, Trenton, president; Dr. Frederick Hnat, 
Elizabeth, vice-president; and Dr. Ralph N. Cagan, 
Trenton, temporary secretary-treasurer. 


Lectures on Sterilization of Equipment.—A series 
of lectures on the techniques of sterilizing medical 
and surgical equipment have been announced by 
Dr. Charles L. Brown, dean, Seton Hall College of 
Medicine and Dentistry. The series, to be known as 
the Becton, Dickinson Lectures, began Oct. 16, 
with Dr. Lawrence P. Garrod’s general survey of 
sterilization techniques in use in the British Isles. 
Dr. Garrod is editor of the British Journal of Ex- 
perimental Pathology. Subsequent lectures this year, 
not yet scheduled, will cover gaseous sterilization 
by Charles R. Phillips, Ph.D., Chemical Corps Bio- 
logical Laboratories, Camp Detrick, Frederick, Md.; 
steam sterilization by J. J. Perkins, M.S., director of 
research, American Sterilizer Company, Erie, Pa.; 
and chemical disinfection by Earle H. Spauld- 
ing, Ph.D., professor of bacteriology, Temple Uni- 
versity, Philadelphia. The lectures are open to 
practicing physicians, hospital personnel, and 
health officials, and members of the allied sciences. 
The series was established under a grant by Becton, 
Dickinson and Company, manufacturers of medical 
equipment. 


NEW YORK 

Society News.—The officers of the New York So- 
ciety for Clinical Ophthalmology for 1957-1958 are: 
president, Dr. Harvey E. Thorpe; vice-president, 
Dr. Arthur Linksz; recording secretary, Dr. Jesse 
M. Levitt; corresponding secretary, Dr. Leon H. 
Erlich; treasurer, Dr. Henry M. Kera; historian, Dr. 
Robert S. Coles. 


Personal.—Dr. Robert E. L. Nesbitt Jr., professor 
of obstetrics and gynecology, Albany Medical Col- 
lege, has been elected a member of the Society for 
Gynecologic Research which has only 50 members 
in the United States. Dr, Nesbitt is the first faculty 
member at Albany Medical College to be elected to 
this membership. 


Disaster Training Program.—A stepped-up program 
to train persons to care for people injured in a major 
disaster has been announced by the New York State 
Health Department. The program will train com- 
munity civil defense teams, each composed of 76 
persons, to set up and operate improvised emergen- 
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cy hospitals. These teams will be capable of trans- 
forming a school building into a hospital within a 
few hours. Each team will include a hospital medi- 
cal director, surgeons and physicians, director of 
nurses and hospital nursing staff, medical aides, 
hospital administrator, pharmacist, x-ray techni- 
cians, and an electrician. Each team will form the 
core of a staff of 220 persons which will be able 
to operate a 200-bed hospital on an around-the-clock 
basis. The Office of Medical Defense is making 
available mobile hospital units to various local civil 
defense organizations for two-day periods of train- 
ing. State Health Department personnel will accom- 
pany each unit. Each mobile hospital unit includes 
supplies necessary to equip a 200-bed improvised 
emergency hospital and keep it in operation for 10 
days. A total of 200 units are being placed at stra- 
tegic locations throughout the state. Two units will 
be in action until Christmas to train teams at 19 
points in Upstate New York. The teams will learn 
how to obtain such items from a community as food, 
blood, oxygen, and gasoline, which cannot be stock- 
piled with the mobile hospital units. 


New York City 

Memorial Meeting for Dr. Kleinberg.—The Alumni 
Association of the Hospital for Joint Diseases will 
have a special memorial meeting Nov. 2, for the late 
Dr. Samuel Kleinberg, who was editor-in-chief and 
founder of the Bulletin of the Hospital for Joint 
Diseases and consulting orthopedic surgeon of the 
Hospital for Joint Diseases and Hospital for Special 
Surgery. Dr. Joseph E. Milgram will preside, and 
Dr. Leo Mayer will make the closing remarks. The 
medical profession is invited. 


Dr. Dameshek to Give Wyckoff Lecture.—Dr. Wil- 
liam Dameshek, professor of medicine, Tufts Col- 
lege Medical School, Boston, will deliver the annual 
John Wyckoff Lecture of the New York University 
College of Medicine, on leukemia, at 4:30 p.m., Nov. 
7, in the Alumni Hall of the New York University- 
Bellevue Medical Center. The lectureship, in mem- 
ory of Dr. John Wyckoff, former dean of the New 
York University College of Medicine, is sponsored 
by the medical fraternity Phi Delta Epsilon. 


Personal.—Paul A. Weiss, Ph.D., head, laboratory of 
developmental biology, Rockefeller Institute, re- 
ceived the 500,000th microscope made by the 
century-old firm of Ernst Leitz, of Germany, at a 
ceremony in his laboratory. The presentation of the 
microscope to Dr. Weiss “is in the tradition of 
special recognition given by the Leitz organization 
to world-famous scientists for their fundamental 
contributions to the knowledge of living structures 
and their development and pathology.” Dr. Weiss 
is the first American to be so honored. 
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OHIO 


University News.—The annual Phi Delta Epsilon 
Lectureship, under the auspices of the Beta 
Epsilon Chapter of the University of Cincinnati 
College of Medicine, will be held in the Medical 
College auditorium Nov. 14, 8:30 p. m. Dr. Homer 
W. Smith, of the New York University College of 
Medicine, will speak on “De Urina.” 


Poison Control Center.—The Academy of Medicine 
of Cleveland recently presented a report of the first 
six weeks experience of the Poison Control Center. 
The center was opened primarily as a source of 
detailed and specialized information for physicians 
encountering poisoning cases. About two-thirds of 
the calls at the center have been made by lav people 
who either could not contact their own private phy- 
sician or did not have a private doctor. In these 
instances, when the possibility of a toxic reaction 
existed, the Poison Control officer has given direc- 
tions for the induction of vomiting and has advised 
bringing the victim to the nearest hospital emer- 
gency room, if a private physician is unavailable. 
Presently, all calls to the center are being processed 
by the staff of the department of pediatrics, Univer- 
sity Hospitals. A study has been started on condi- 
tions in the home with respect to the occurrence of 
poisoning incidents. 


PENNSYLVANIA 

Residency in Allergy.—Applications are being re- 
ceived for appointment to a one-year approved 
residency in allergy at the Montefiore and Medical 
Center Hospitals as well as at the U. S. Veteran's 
Hospital, Pittsburgh. Address inquiries to Dr. Leo 
H. Criep, Bigelow Apartments, Pittsburgh 19. 


Philadelphia 

University News.—The annual Phi Delta Epsilon 
Lectureship, under the auspices of the Sigma Chap- 
ter at the Temple University School of Medicine, 
will be held Nov. 4. The lecturer will be Dr. Julius 
Lempert of New York, who will discuss his fenestra- 
tion operation. 


Personal.—Dr. Burgess L. Gordon has been ap- 
pointed executive secretary, Lovelace Foundation 
for Medical Education and Research. Since 1951 
Dr. Gordon has been the president and William J. 
Mullen Professor of Medicine at Woman's College 
of Pennsylvania. He is currently president of the 
American College of Chest Physicians. 


SOUTH CAROLINA 


Personal.—Dr. Christopher Carl Tully, of South 
Charleston, has been named “Citizen of the Year” 
by the South Charleston Lions Club in cooperation 
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_ with other service clubs of that city for “outstand- 
ing service ... given for the betterment of South 
Charleston, above and beyond his regular service as 
a physician.” 


TENNESSEE 

Personal.—Dr. James G. Hughes, professor of pedi- 
atrics, University of Tennessee College of Medicine, 
Memphis, was made an honorary professor of the 
University of San Carlos of Guatemala at cere- 
monies held in Guatemala City recently in conjunc- 
tion with the third Central American Pediatric 
Congress. Dr. Hughes attended as the official repre- 
sentative of the World Health Organization.——Dr. 
Leonard W. Edwards, retiring chairman of the 
Public Service Committee, Tennessee State Medical 
Association, was awarded a certificate of merit by 
the association at its recent annual meeting for his 
achievements as chairman of the committee.——Dr. 
Frederick A. Martin, Cumberland City, received the 
“outstanding «eneral practitioner of the year” award 
from the Tennessee State Medical Association at its 
recent annual meeting.——Quill E. Cope, Ph.D., 
Nashville, state commissioner of education, and 
Nicholas R. DiLuzio, Ph.D., assistant professor of 
physiology, University of Tennessee College of Med- 
icine, Memphis, have been appointed to the newly 
established Tennessee Advisory Committee on 
Atomic Energy. 


TEXAS 

Society News.—The internists of Amarillo met re- 
cently to form the Amarillo Society of Internal 
Medicine. The purpose of this group is to meet each 
month for the study of scientific aspects of their 
specialties. The following officers were elected: Dr. 
Elwood K. Jones, president; Dr. Isadore Dravin, 
vice-president; and Dr. Wilbert E. Scott, secretary. 
Meetings will be held on the first Monday of each 
month. 


State Physical Medicine Society.—Officers of the 
Texas Physical Medicine and Rehabilitation Society 
elected at its first formal meeting are Dr. Odon F. 
von Werssowetz, Gonzales, president; Dr. Vann S. 
Taylor, Dallas, vice-president; and Dr. Edward M. 
Krusen, Dallas, secretary-treasurer, Purpose of the 
society is “to promote the art and sciences of medi- 
cine and the betterment of public health through 
an understanding and utilization of the function and 
procedures of physical medicine and_rehabilita- 
tion.” Active members must be diplomates of the 
American Board of Physical Medicine and Re- 
habilitation, but associate members may include 
physicians interested in utilization of the functions 
and procedures of physical medicine and rehabili- 
tation. 
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VERMONT 

State Medical Election.—The following officers of 
the Vermont State Medical Society have been in- 
stalled: Dr. James P. Hamniond, Bennington, presi- 
dent; Dr. Wayne Griffith, Chester, president-elect; 
Dr. Frederick W. VanBuskirk, Burlington, vice- 
president; Dr. Robert L. Richards, Chester, secre- 
tary; Dr. Gordon B. Smith, Rutland, treasurer; and 
Dr. E. Douglas McSweeney, Burlington, auditor. 


WASHINGTON 

Dr. Blalock to Give Strauss Lecture.—The eighth 
annual Alfred A. Strauss Lecture, sponsored by the 
department of surgery, University of Washington 
School of Medicine, Seattle, will be given Nov. 13 
by Dr. Alfred Blalock, head, department of surgery, 
Johns Hopkins University, Baltimore. Dr. Blalock 
will speak on the subject “Cardiovascular Surgery— 
Past and Present.” The lecture will be held in the 
auditorium of the Health Sciences Building at 
8:15 p. m. 


WEST VIRGINIA 


Dr. Fletcher to Lecture in Beckley.—Dr. Charles M. 
Fletcher, senior lecturer in medicine (chest. dis- 
eases ), Postgraduate School of London, will deliver 
three lectures at the Memorial Hospital in Beckley. 
The first lecture is scheduled for 3 p. m., Nov. 17, 
on “The Natural History and Management of Coal 
Workers’ Pneumoconiosis.” The second lecture will 
be on “The Diagnosis of Bronchitis and Emphy- 
sema,” at 4 p. m., Nov. 18. The final lecture will be 
given on “The Ends and Means of Research in 
Respiratory Disease,” 4 p. m., Nov. 19. 


Personal.—Dr. Ward Wylie of Mullens, long a mem- 
ber of the Senate of West Virginia, has been named 
president-elect of the National Boxing Associa- 
tion and will be installed in 1958 at the annual 
meeting. At the same time, he will become a mem- 
ber of the executive committee of the National 
Wrestling Association.——Dr. Charles E. Hamner, 
Columbus, Ohio, has been named superintendent 
of Huntington State Hospital to succeed Dr. Nor- 
ton H. Bare. Dr. Hamner, who has been serving 
as assistant superintendent of Columbus State Hos- 
pital, was formerly superintendent of Spencer State 
Hospital. 


WISCONSIN 

Society News.—|he Wisconsin Society of Internal 
Medicine has elected the following officers: presi- 
dent, Dr. Robin N. Allin, Madison; president-elect, 
Dr. J. LeRoy Sims, Madison; and secretary-treasur- 
er, Dr. Paul G. LaBissoniere (reelected), Milwau- 
kee. The society voted to affiliate with the newly 
organized American Society of Internal Medicine. 
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Appoint Chairman of Psychiatry Department.—Dr. 
Robert Roessler has been named chairman, depart- 
ment of psychiatry, University of Wisconsin Medical 
School, Madison. Since the division of the depart- 
ment of neuropsychiatry into separate departments 
of psychiatry and neurology, he has been serving 
as acting chairman of the psychiatry department. 
Dr. Roessler has been on the faculty of the univer- 
sity since July 1, 1950. He received a Ph.D. at the 
University of Wisconsin in 1942, and served with 
the U. S. Army Medical Corps from 1946 to 1948. 
Before coming to Wisconsin he was an instructor in 
psychiatry in the University of Rochester Medical 
School and assistant psychiatrist, Strong Memorial 
Hospital. Dr. Roessler holds the rank of associate 
professor. 


State Society Plans Medical Museum.—Plans_ for 
the Medical Museum of Wisconsin, the state’s first 
shrine of medical sciences, have been revealed by 
the State Medical Society. The museum, at Prairie 
du Chien, will depict progress made by successive 
generations of Wisconsin physicians. The backdrop 
will be Fort Crawford’s Military Hospital, con- 
structed in the late 1820's. 

The society has initiated a compaign to raise 
$344,960 for the museum. Plans call for the restora- 
tion or construction of four units, covering two city 
blocks. The existing military hospital will be reno- 
vated. New buildings will include a museum, an 
administration structure and a pavilion and a park- 
ing area, all overlooking the Mississippi River. The 
museum proper will tell the story of medicine and 
its ancillary services. Contributions made by Wis- 
consin physicians to the art of healing will be 
featured. Exhibits will be changed periodically. 

The museum will include a projection room, with 
appropriate films available. In the same area will be 
a complete doctor's office as of the 1870's. The ad- 
ministration building, east of the museum, will 
house the curator’s workshop, an office, waiting and 
rest rooms. The State Historical Society will operate 
the museum, working in cooperation with the State 
Medical Society's Section on Medical History. 


GENERAL 


Grants for Hematology Research.—The Hematology 
Research Foundation has announced the availability 
of grants-in-aid for research in blood diseases for a 
period of one year. Applications must be submitted 
no later than Dec. 15, to the Hematology Re- 
search Foundation, 64 W. Randolph St., Chicago 1. 
Nine copies of applications are requested. ( Appli- 
cation forms are available upon request.) Awards 
will be announced by the medical advisory board in 
January, 1958. The board will choose the applicants 
on the basis of merit of the proposed research 
project. 
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Prevalence of Poliomyelitis——According to the Na- 
tional Office of Vital Statistics, the following number 
of reported cases of poliomyelitis occurred in the 
United States, its territories and possessions in the 
weeks ended as indicated: 


Oet. 5, 1957 Oet. 
Paralytice Total Total 
Areu ‘Type Causes Causes 
New Englend States 
Middle Atlantic States 
East North Central Siates 
West North Central States 
South Atlantic States 
East South Central States 
West South Central States 
Mount tin States 
Pacifie States 
Territories and Possessions 


Public Health Meeting in Cleveland.—The 85th an- 
nual meeting of the American Public Health Asso- 
ciation will be held Nov. 11-15 in Cleveland, with 
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headquarters at the Public Auditorium. Over 40 
related organizations will hold simultaneous meet- 
ings. The presidential address will be given by 
John W. Knutson, D.D.S., Nov. 12. The Delta Ome- 
ga Lecture, “Some Aspects of Multidisciplinary Pro- 
fessions,” will be presented by Lowell J. Reed, 
Ph.D., president emeritus, Johns Hopkins Univer- 
sity, Baltimore. The subject for the general assembly 
will be “Are We Getting Public Health in Tune 
with the Times?” The association symposium will 
be presented in two parts, the first Nov. 11, and 
the second Nov. 15. About 400 papers will be pre- 
sented during the 75 sessions. Round-table and 
panel discussions are planned within the various 
sections. Scientific and technical exhibits are sched- 
uled, and a program of entertainment is arranged. 
Registration fee is $6. For information write the 
American Public Health Association, Inc., 1790 
Broadway, New York City. 


Psychiatric Meeting in Los Angeles.—The western 
divisional meeting of the American Psychiatric Asso- 
ciation, a joint meeting with the West Coast Psy- 
choanalytic Societies, will be held Nov. 20-24 at 
the Statler Hotel, Los Angeles. Papers to be pre- 
sented will be grouped in the following categories: 
group psychotherapy, experimental psychiatry, 
psychosomatic medicine, hospitals, drugs, individ- 
ual psychotherapy, social psychiatry, child psy- 
chiatry, and psychoanalytic papers. Dr, Ralph M. 
Gerard, professor of neurophysiology, University of 
Michigan School of Medicine, Ann Arbor, will de- 
liver the academic lecture Nov. 23. Other guest 
speakers include Dr. Franz Alexander, Los Angeles; 
Dr. Sydney Margolin, Denver; Dr. René Spitz, 
Denver; and Aldous Huxley. A series of panels and 
workshops is planned on “An Integrated Approach 
to the Objective Study of the Therapeutic Process,” 
“The Therapeutic Community,” “Psychological Im- 
plications of Attitudes Toward Death,” and “Tran- 
quilizing Drugs and Integrating Mechanisms: A 
Multidisciplinary Approach.” Nonmembers will be 
permitted to register on presenting proper profes- 
sional credentials. For information write Dr. Allen 
J. Enelow, 435 Roxbury Drive, Beverly Hills, Calif. 


Society News.—At the 58th annual meeting of the 
American Roentgen Ray Society the following offi- 
cers were elected: president-elect, Dr. Barton R. 
Young, Germantown, Pa.; secretary, Dr. C. Allen 
Good, Rochester, Minn.; treasurer, Dr. Robert K. 
Arbuckle, Oakland, Calif. (re-elected); and chair- 
man, executive council, Dr. Wilbur Bailey, Los 
Angeles, Calif. Dr. Wendell G. Scott, St. Louis, Mo., 
assumed the office of the presidency. The 1958 
meeting will be held in Washington, D. C., Sept. 
27-Oct. 3, in the Shoreham Hotel.——The American 
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Academy of Physical Medicine and Rehabilitation 
announces the election of the following officers for 
1957-1958: Dr. George D. Wilson, Asheville, N. C., 
president; Dr. Louis B. Newman, Chicago, presi- 
dent-elect; Dr. Clarence W. Dail, San Gabriel, 
Calif., vice-president; Dr. Harriet E. Gillette, Atlan- 
ta, Ga., secretary; Dr. James W. Rae Jr., Ann Arbor, 
Mich., treasurer; and Miss Dorothea C. Augustin, 
Chicago, executive secretary.——The following offi- 
cers of the Interstate Postgraduate Medical Asso- 
ciation of North America have been elected: presi- 
dent, Dr. Tom D. Spies, Birmingham, Ala.; 
president-elect, Dr. Samuel F. Marshall, Lahey 
Clinic, Boston; vice-presidents, Drs. Robert A. 
Hedgecock, Frankfort, Ind., James R. Jarvis, Van 
Wert, Ohio, and Francis P. Rhoades, Detroit, secre- 
tary, Dr. Erwin R. Schmidt, Madison, Wis.; and 
treasurer, Dr. J. Mather Pfeiffenberger, Alton, IIl. 


Grant for Study of Graduate Education.—Carnegie 
Corporation of New York has announced that it 
will sponsor a two-year $100,000 study of graduate 
education in the United States. The project will be 
conducted by Bernard Berelson, University of Chi- 
cago professor of the behavioral sciences, who will 
investigate the objectives, standards, and functions 
of the graduate school in the American system of 
higher education. He will make a broad review of 
the history of graduate education and its institu- 
tions to locate and interpret major trends and active 
issues. Among the specific topics he will survey are 
the recruitment of students and placement of grad- 
uates; relations between graduate education and 
undergraduate programs; the development of post- 
doctoral programs; and problems of financial 
support. In his final report he will make recom- 
mendations about the formation of graduate school 
policies in the coming decades. 


New Journal of Rheumatic Diseases.—The American 
Rheumatism Association announces publication of 
a new medical journal, Arthritis and Rheumatism: 
The official Journal of the American Rheumatism 
Association. The journal, published by Grune & 
Stratton, will appear bimonthly starting with the 
January-February issue of 1958. Publication com- 
mittee is composed of Drs. Richard H. Freyberg, 
William H. Kammerer, John Lansbury, Charles 
Ragan, and Charles L. Short. Editor is Dr. William 
S. Clark. The journal will cover the field of connec- 
tive tissue disorders, in particular rheumatoid ar- 
thritis, osteoarthritis, rheumatic fever, gout, the 
so-called “collagen diseases,” and nonarticular rheu- 
matism. Special departments will include news and 
notices, correspondence, editorials, program reports, 
and book reviews. Inquiries should be addressed to 
Dr. Edward F. Hartung, 580 Park Ave., New York 
21, N. Y. 
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Southern Medical Association Meeting.—The 5lst 
annual meeting of the Southern Medical Association 
will be held Nov. 11-14 in Miami Beach, Fla. with 
general headquarters at the Miami Beach audito- 
rium. The scientific assembly will include the follow- 
ing panel discussions: chronic rhinitis, atopic 
eczema, advances in therapy, coronary artery dis- 
eases and the various aspects of the problem from 
an industrial point of view, role of the laboratory in 
the diagnosis of endocrine diseases, resuscitation of 
the newborn infant, and ulcerative colitis. Two 
symposiums are planned: “Mycology,” moderated 
by Dr. Wiley M. Sams, Miami, and “Stapes Mobili- 
zation, moderated by Dr. J. Brown Farrior, Tampa. 
A luncheon honoring Dr. John P. Culpepper Jr., 
president of the association, will be held in the 
di Lido Hotel Nov. 11, at which an address will be 
given by Dr. George F. Lull, secretary-general 
manager, American Medical Association. Six color 
television programs will be screened as a part of 
the regular scientific program. A maximum of 30 
hours credit on postgraduate requirements may be 
received for attendance. Entertainment includes the 
president’s night annual dinner dance, Nov. 13 and 
the 34th annual golf tournament, Nov. 11. Post- 
convention tours and exhibits are planned. For in- 
formation write the Southern Medical Association, 
1020 Empire Building, Birmingham 3, Ala. 


CANADA 


New Journal of Surgery.—The Canadian Medical 
Association has announced it will publish a quarter- 
ly Canadian Journal of Surgery, the first issue of 
which appeared on Oct. 1. The editorial board con- 
sists of professors of surgery from 12 Canadian 
medical schools with Dr. R. M. James, of Toronto, 
president, Royal College of Physicians and Surgeons 
of Canada, as chairman of the board, Publication 
will be under general supervision of the editors of 
the Canadian Medical Association Journal. The new 
journal will carry original articles, case reports, 
editorials, and book reviews in French and English; 
original articles in English will carry a summary in 
French and vice versa. The historical section will 
feature the history of Canadian surgery. Subscrip- 
tion has been set at $10 for the first vear. Inquiries 
should be addressed to the Canadian Journal of 
Surgery, C. M. A. House, 150 St. George St., Toronto 
5, Ontario. 


CORRECTION 

Diaper Rash.—The editorial, in THe JoURNAL, Sept. 
21, page 254, entitled “Diaper Rash,” stated that “3% 
phenylmercuric acetate was the best antiseptic.” 
This is the strength supplied by the manufacturers. 
It should be diluted at least 1:4,000 to 1:5,000 before 
use, The 3% strength may cause dermatitis if allowed 
to remain on the skin. 
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EXAMINATIONS 
AND 
LICENSURE 


MEDICAL SPECIALTY BOARDS 


AMERICAN BOARD OF INTERNAL MEDICINE: Written. Oct. 20, 
1958. Oral. New Orleans, Feb. 4-7; Philadelphia, April 
23-26; San Francisco, June 18-21; Chicago, Oct. 13-16. 
Exec. Sec.-Treas., Dr. William A. Werrell, One West Main 
St., Madison 3, Wis. 

AMERICAN BOARD OF NEUROLOGICAL SuRGERY: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Dr. 
Leonard T. Furlow, Washington University School of 
Medicine, St. Louis 10. 

AMERICAN Boarp OF OBSTETRICS AND GYNECOLOGY. Various 
locations in the United States and Canada. Part 1. Jan. 2. 
Part II. Chicago, May 7-17. Final date for filing appli- 
cation was September 1. Sec., Dr. Robert L. Faulkner, 
2105 Adelbert Road, Cleveland 6. 

AMERICAN Board OF OPHTHALMOLOGY: Written. January 
1958. Final date for filing application was July 1. Secy., 
Dr. Merrill J. King, Box 236, Cape Cottage Branch, 
Portland 9, Maine. 

AMERICAN Boarp oF OrtHopArpic Surcery: Part 1. April 
3-4, Rochester, Minnesota, Denver, Colorado, Washington, 
D. C. Final date for filing application is Nov. 30. Part II. 
New York City, Jan. 29-31, 1958. Sec., Dr. Sam W. Banks, 
116 South Michigan Avenue, Chicago 3. 

AMERICAN BOARD OF PHysiCAL MEDICINE AND REHABILITA- 
TION: Oral and Written. Peoria, Ill., June 20-21. Final date 
for filing application is Feb. 1. Sec., Dr. Earl C. Elkins, 
200 First St., S. W., Rochester, Minn. 

AMERICAN Boanp OF PLAstic SurGERY: Oral and Written 
Examination. San Francisco, Oct. 31-Novy. 2. Final date 
for filing case reports was July 1. Corresponding Sec., 
Miss Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 

AMERICAN Boarp oF Preventive Mepicine: In Public 
Health. Oral and Written. Cleveland, Novy. 7-9. Sec., 
Dr. Thomas F. Whayne, 3438 Walnut St., Philadelphia. 

AMERICAN Boarp oF ProcroLocy: Oral and Written, Parts I 
and II, September 1958. Final date for filing application 
is March 15. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y. 

AMERICAN Boarp OF PsycHIATRY AND NeuROLOGY: Oral. 
San Francisco, March 17-18. Final date for filing applica- 
tion is Dec. 17. Sec., Dr. David A. Boyd, Jr., 102-110 2nd 
Ave., S. W., Rochester, Minn. 

AMERICAN Boarp oF RapioLocy: Chicago, May 20-24. Final 
date for filing application is Jan. 1. Sec., Dr. H. Dabney 
Kerr, Kahler Hotel Bldg., Rochester, Minn. 

AMERICAN Boanp OF SuRGERY: Part II. Indianapolis, Nov. 
18-19; Cincinnati, Dec. 16-17; New Orleans, Jan. 13-14: 
Durham, N. Car., Feb. 10-11; Baltimore, March 10-11: 
Chicago, May 12-13; Los Angeles, June 16-17 and Port- 
land, Oregon, June 20-21. Sec., Dr. John B. Flick, 22 So. 
15th St., Philadelphia 2. 

Boarp OF THoracic SurGErRyY: Written. Various centers 
throughout the country, February 1958. Final date for 
filing application is December 1. Sec., Dr. William M. 
Tuttle, 1151 Taylor Avenue, Detroit 2, Mich. 

AMERICAN Boarp oF Urno.Locy: Written examination. Vari- 
ous cities throughout the country, Pathology and Oral 
Clinical. February 1958. Location not decided. Exec. 
Secretary, Mrs. Ruby L. Griggs, 30 Westwood Road, 
Minneapolis 16. 


1164 


J.A.M.A., Nov. 2, 1957 


DEATHS 


Blankenhorn, Marion Arthur ® Cincinnati; born in 
Orrville, Ohio, Nov. 13, 1885; Western Reserve 
University School of Medicine, Cleveland, 1914; 
professor emeritus of medicine at the University of 
Cincinnati College of Medicine, where in 1935 he 
was appointed to the Gordon and Helen Hughes 
Taylor chair of internal medicine; from 1929 to 
1935 professor of clinical medicine at his alma 
mater; volunteer assistant at the Rockefeller Insti- 
tute for Medical Research, New York City, 1925- 
1926; during World War I served as a captain with 
the Western Reserve Medical Unit, Base Hospital 
No. 4, first U. S. Army hospital unit to embark for 
France; during World War II an investigator for 
the Office of Scientific Research and Development 
in a project to study the physiological effects of 
high altitude and also medical consultant for the 
Seventh Corps area; appointed special consultant 
to the Surgeon General for the Far East Command 
in 1948 and the European Theater of Operations 
in 1951; at one time directed medical research in 
the field of nutrition in Cincinnati and Birmingham, 
Ala.; in 1934-1935 vice-chairman of the Section on 
Practice of Medicine of the American Medical As- 
sociation and in 1948-1949 chairman of the Section 
on Internal Medicine; past-president of the Cin- 
cinnati Academy of Medicine; in 1956 the U. S. 
Public Health Service appointed him head of a re- 
search project under the auspices of the American 
College of Physicians, of which college he was 
formerly governor for Ohio, regent, and later vice- 
president; member of the Association of American 
Physicians, Central Society for Clinical Research, 
American Society for Clinical Investigation, and 
the American Society for Experimental Pathology; 
specialist certified by the American Board of In- 
ternal Medicine; served as director of the depart- 
ment of internal medicine, Cincinnati General Hos- 
pital; director of medical education at the Jewish 
Hospital; in 1937 received the honorary degree of 
doctor of science from Wooster (Ohio) College and 
in 1957 received the honorary degree of doctor of 
humane letters from the University of Cincinnati; 
died Sept. 3, aged 71. 


Moore, Merrill ® Boston; born at Columbia, Tenn., 
Sept. 11, 1903; Vanderbilt University School of 
Medicine, Nashville, 1928; specialist certified by 
the American Board of Psychiatry and Neurology; 
member of the American Neurological Association, 
American Psychiatric Association, American Psy- 
chopathological Association, Sigma Chi, and Phi 
Beta Kappa; for many years taught psychiatry at 


@ Indicates Member of the American Medical Association. 


Harvard Medical School; since 1955 research as- 
sociate, laboratory of human relations, Harvard; at 
various times on the staffs of the Massachusetts 
General, Beth Israel, Boston Psychopathic, and 
Boston City hospitals; since 1954 on the staff at 
Bournewood Hospital, Brookline, Mass.; in 1941 
appointed medical director of the Washingtonian 
Hospital; during World War II served in the med- 
ical corps, Army of the United States, attaining the 
rank of colonel; awarded the Bronze Star for 
meritorious achievement in the Southwest Pacific; 
awarded the Army Commendation Ribbon for out- 
standing service at Nanking, China, in 1946; reputed 
to have written more sonnets than any other poet 
in the English language; author of “M:One Thou- 
sand Autobiographical Sonnets,” “Clinical Sonnets,” 
and others; contributed numerous scientific articles 
on alcoholism; died Sept. 20, aged 54, of adeno- 
carcinoma. 


De Kleine, William * Buffalo; born in Jamestown, 
Mich., Nov. 28, 1877; Northwestern University 
Medical School, Chicago, 1906; received his master 
of science degree at the University of Michigan 
School of Public Health, Ann Arbor, 1915; then 
was director of the tuberculosis survey campaign 
for the Michigan State Board of Health; full-time 
health officer of Flint, Mich., from 1917 to 1922 and 
Saginaw, Mich., from 1922 to 1925; directed the 
five-year child health demonstration at Mansfield, 
Ohio, with funds furnished by the Red Cross; super- 
vised similar demonstrations at Fargo, N. D., and 
Salem, Ore.; in 1927 became associated with the 
American Red Cross and the following year was 
named director of medical and health service; from 
1941 to 1944 was in private practice in Washington, 
D. C.; state health commissioner of Michigan from 
1944 to 1947; once president of the Michigan Tuber- 
culosis Association and the Michigan Public Health 
Association; formerly director of the National 
Tuberculosis Association; member of the Michigan 
State Medical Society; died Sept. 20, aged 79, of 
cerebral hemorrhage. 


Webb, Roscoe Clayton * Minneapolis; born in 
Amiret, Minn., in 1890; Johns Hopkins University 
School of Medicine, Baltimore, 1914; clinical asso- 
ciate professor of surgery at the University of Min- 
nesota Medical School; member of the founders 
group of the American Board of Surgery; certified 
by the National Board of Medical Examiners; vet- 
eran of World War I; member Western Surgical 
Association, American Association for the Surgery 
of Trauma, Association of Railroad Chief Surgeons, 
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Johns Hopkins Surgical Society, New York Hos- 
pital Alumni Association, Great Northern Railway 
Surgeons Association, and the Minneapolis Acad- 
emy of Medicine, of which he was past-president; 
founded the Minneapolis Surgical Society in 1922 
and was its first president; fellow of the American 
College of Surgeons; became division surgeon of 
the Great Northern Railway in 1922 and was ap- 
pointed chief surgeon in 1926; consultant, Ma- 
ternity Hospital; associated with Asbury and Ab- 
bott hospitals, and Northwestern Hospital, where 
he died Aug. 16, aged 67, of cerebral astrocytoma. 


Davies, John James * Moline, Ill.; born in Daven- 
port, lowa, Oct. 19, 1915; State University of Iowa 
College of Medicine, Iowa City, 1941; specialist 
certified by the American Board of Orthopaedic 
Surgery; member of the American Academy of 
Orthopaedic Surgeons and the Industrial Medical 
Association; fellow of the International College of 
Surgeons and the American College of Surgeons; 
resigned from the U. S. Public Health Service in 
July, 1952; during World War II served in the 
Coast Guard and was wounded in action while 
serving on the U. S. Coast Guard Cutter Spencer; 
received the European-Middle  Eastern-African 
Theater ribbon with three bronze stars and the 
American Theater victory ribbon; on the staffs of 
the Hammond-—Henry District Hospital in Geneseo, 
St. Francis Hospital in Kewanee, and Lutheran and 
St. Anthony hospitals, and Moline Public Hospital, 
where he died Aug. 23, aged 41, of acute myo- 
cardial infarction. 


Scott, Roy Wesley * Cleveland; born in New A\l- 
bany, Ind., March 20, 1888; Western Reserve Uni- 
versity School of Medicine, Cleveland, 1913; pro- 
fessor of clinical medicine at his alma mater; spe- 
cialist certified by the American Board of Internal 
Medicine; chairman of the Section on the Practice 
of Medicine of the American Medical Association. 
1941-1942, and a member of the House of Delegates 
in 1943; member of the American Rheumatism As- 
sociation, Central Society for Clinical Research, of 
which he was past-president, and the American 
Society for Clinical Investigation; fellow of the 
American College of Physicians; past-president of 
the American Heart Association; during World 
War Ii, member of the subcommittee on cardio- 
vascular disease, National Research Council; served 
as physician-in-chief at the Cleveland City Hos- 
pital; died in the Cleveland Clinic Hospital May 
26, aged 69. 


Stewart, Winifred Bayard * Philadelphia; born in 
Philadelphia Dec. 31, 1899; University of Pennsy]l- 
vania School of Medicine, Philadelphia, 1926; pro- 
fessor of neurology at the Woman's Medical College 
of Pennsylvania; specialist certified by the Ameri- 
can Board of Psychiatry and Neurology; member 
of the American Academy of Neurology and the 
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American Psychiatric Association; member of the 
board of trustees, Legal Aid Society; member of 
the board of managers, Bancroft School in Haddon- 
field, N. J.; since 1951 director of the neuro- 
psychiatric department of Quarter Sessions Court; 
associate in neurology, Graduate Hospital of the 
University of Pennsylvania and chief, department 
of psychiatry, Philadelphia General Hospital, where 
she died Aug. 20, aged 57, of carcinoma of the right 
breast with generalized metastases. 


Teleky, Ludwig, New York City; born in Vienna, 
Austria, July 12, 1872; Medizinische Fakultat der 
Universitat, Vienna, Austria, 1896; served with the 
division of industrial hygiene, New York State De- 
partment of Labor and as technical adviser to the 
division of occupational hygiene of the state de- 
partment of public welfare of Illinois; formerly 
honorary secretary of the Austrian Central Organi- 
zation for Prevention of Tuberculosis and editor of 
its journal; served as medical expert in the Workers 
Accident Insurance of Vienna and Lower Austria; 
in 1939 awarded the Devoto prize of the Reale 
Instituto Lombardo di Science and letters in Milano 
for the best publication in industrial hygiene; au- 
thor of “History of Factory and Mine Hygiene”; 
died in the Jewish Memorial Hospital Aug. 20. 
aged 85. 


Maisel, Irving * Newark, N. J.; born in Newark 
June 19, 1914; Louisiana State University School of 
Medicine, New Orleans, 1939; specialist certified bv 
the American Board of Urology; member of the 
American Urological Association; veteran of World 
War II and was awarded the Silver Star for gallan- 
try in action in New Guinea; on the staffs of the 
Irvington (N. J.) General Hospital, St. James Hos- 
pital, and the Harrison S. Martland Medical Cen- 
ter; associated with the Veterans Administration 
Hospital in East Orange, and the New York Poly- 
clinic Medical School and Hospital in New York 
City; adjunct, urological service, Newark Beth 
Israel Hospital, where he died May 25, aged 42. of 
coronary thrombosis. 


Pleasants, Jacob Hall * Baltimore; born in Balti- 
more County Sept. 12, 1873; Johns Hopkins Univer- 
sity School of Medicine, Baltimore, 1899, where 
from 1902 to 1934 he was an instructor and associ- 
ate in medicine, and since 1920 a trustee; trustee 
and past-president of the board of trustees, the 
Peabody Institute; since 1934 vice-president of the 
Maryland Historical Society and a member since 
1898; served as trustee of the Baltimore Museum ot 
Art; member of the American Art Research Council; 
from 1907 to 1921 president, Municipal Department 
of Charities and Corrections of the City of Balti- 
more; for many years editor of the “Archives of 
Maryland”; died in the Johns Hopkins University 
Hospital Aug. 24, aged 83. 
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Smith, Ferris * Grand Rapids, Mich.; born in Pon- 
tiac, Mich., Oct. 25, 1884; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 
1910; served on the faculty of his alma mater; spe- 
cialist certified by the American Board of Otolaryn- 
gology and the American Board of Plastic Surgery; 
member of the American Academy of Ophthal- 
mology and Otolaryngology; fellow of the American 
College of Surgeons; past-president of the Amer- 
ican Association of Oral and Plastic Surgeons; dur- 
ing World War I served in the Royal Army Med- 
ical Corps in England and was a plastic surgeon 
in Queens Hospital; on the staff of the Blodgett 
Memorial Hospital, St. Mary’s Hospital, and But- 
terworth Hospital; died Sept. 18, aged 72. 


Veasey, Clarence Archibald, Spokane, Wash.; born 
in Pocomoke City, Md., Aug. 9, 1869; Jefferson 
Medical College of Philadelphia, 1890; specialist 
certified by the American Board of Ophthalmology 
and the American Board of Otolaryngology; mem- 
ber of the American Academy of Ophthalmology 
and Otolaryngology and the American Ophthalmo- 
logical Society; fellow of the American College of 
Surgeons; past-president of the Pacific Coast Oto- 
Ophthalmological Society and the Spokane Acad- 
emy of Ophthalmology and Oto-Laryngology; 
member of the board of the Spokane Medical Li- 
brary since its founding; served on the staffs of 
Deaconess Hospital and St. Luke’s Hospital; died 
Aug. 11, aged 88, of arteriosclerotic heart disease. 


Leiser, Rudolf * Dearborn, Mich.; born in Breslau, 
Germany, Nov. 16, 1901; Schlesische—Friedrich- 
Wilhelms—Universatat Medizinische Fakultat, Bres- 
lau, Prussia, Germany, 1927; specialist certified by 
the American Board of Psychiatry and Neurology; 
fellow of the American College of Physicians; mem- 
ber of the American Trudeau Society, American 
Psychosomatic Society, and the American Psychi- 
atric Association; instructor in psychiatry at Wayne 
University College of Medicine; associated with 
the Wayne County General Hospital and Infirmary 
in Eloise, St. Joseph Mercy and St. Clair hospitals 
and Sinai Hospital in Detroit; where he died April 
22, aged 55, of cerebral hemorrhage. 


Warshaw, Samuel Abraham, Brooklyn; born Feb. 
16, 1891; Long Island College Hospital, Brooklyn, 
1915; adjunct professor of physical medicine and 
rehabilitation at the New York Polyclinic Medical 
School and Hospital, New York City; member of 
the Medical Society of the State of New York and 
the American Society of Physical Medicine and 
Rehabilitation; specialist certified by the American 
Board of Physical Medicine and Rehabilitation; on 
the staffs of the Coney Island Hospital and New 
York Polyclinic Medical School and Hospital; vet- 
eran of World War I; died in the Beth E] Hospital 
April 27, aged 66. 
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Hauenstein, Barton Ferris, Buffalo; born in Buffalo 
in 1886; University of Buffalo School of Medicine, 
1914; served on the faculty of his alma mater; 
member of the Medical Society of the State of New 
York and the American Public Health Association; 
retired director of the Erie County Laboratories; 
formerly director of the combined Tompkins Coun- 
ty-State Laboratory at Ithaca, N. Y.; veteran of 
World War I; from 1919 to 1925 on the staff of the 
Buffalo General Hospital; died in the Roswell Park 
Memorial Institute May 2, aged 70, of mediastinal 
abscess. 


Nagle, Patrick Sarsfield ® Oklahoma City, Okla.; 
born in Kingfisher, Okla., Nov. 10, 1902; University 
of Oklahoma School of Medicine, Oklahoma City, 
1928; associate professor of surgery at his alma 
mater; specialist certified by the American Board 
of Surgery; fellow of the American College of Sur- 
geons; veteran of World War II; associated with 
the St. Anthony Hospital, University of Oklahoma 
Hospital, Oklahoma Hospital for Crippled Chil- 
dren, and Veterans Administration Hospital, where 
he died May 8, aged 54, of carcinoma of the 
stomach. 


Noyes, Ira Hart ® Providence, R. I.; born in Ston- 
ington, Conn., July 29, 1885; Yale University School 
of Medicine, New Haven, 1908; specialist certified 
by the American Board of Obstetrics and Gyne- 
cology; fellow of the American College of Surgeons; 
went overseas with the American Expeditionary 
Force during World War I; associated with Rhode 
Island, Miriam, Charles V. Chapin, Roger Williams 
General, Butler, and Providence Lying-in hospitals, 
and the Westerly (R. I.) Hospital, where he died 
May 3, aged 71, of injuries received in an automo- 
bile accident. 


Oram, Joseph Hubbard * Paterson, N. J.; Jefferson 
Medical College of Philadelphia, 1899; served on 
the faculty of his alma mater; fellow of the Amer- 
ican College of Surgeons; past-president of the So- 
ciety of Surgeons of New Jersey and the Passaic 
County Medical Society; veteran of World War I; 
served as medical examiner for the Pennsylvania 
Railroad; a consultant to the Dover (N. J.) General 
Hospital and Good Samaritan Hospital in Suffern, 
N. Y.; associated with Paterson General Hospital, 
where he died Aug. 24, aged 81, of bleeding peptic 
ulcer. 


Smith, John Sam * Montgomery, Ala.; University 
of Louisville (Ky.) School of Medicine, 1936; spe- 
cialist certified by the American Board of Pediatrics; 
member of the American Academy of Pediatrics; 
past-president of the Alabama Pediatric Society; 
interned at the St. Francis Hospital and Sanatorium 
in Colorado Springs, Colo.; served a residency at 
the Louisville City Hospital, Louisville, Ky., Chil- 
dren's Hospital, Birmingham, Ala., and the Chil- 
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dren’s Hospital in Denver; died in St. Margaret’s 
Hospital Aug. 13, aged 45, of cerebral hemorrhage 
and hypertensive cariovascular disease. 


May, Francis Albert ® Cheektowaga, N. Y.; Uni- 
versity of Buffalo School of Medicine, 1953; in- 
terned at the Edward J. Meyer Memorial Hospital 
in Buffalo, where he served a residency at the Vet- 
erans Administration Hospital; veteran of World 
War II; certified by the National Board of Medical 
Examiners; on the staffs of the Sisters of Charity 
Hospital and the Deaconess Hospital; died of a 
heart attack while swimming in a quarry pool six 
miles east of Port Colborne, Ontario, Canada, Aug. 
7, aged 30. 


Oatman, Clyde Danford, Colonel, U. S. Army re- 
tired, San Antonio, Texas; Syracuse University Col- 
lege of Medicine, 1906; service member of the 
American Medical Association; veteran of World 
War I; commissioned a captain in the medical corps 
of the regular Army in September, 1920; during 
World War Il commanded hospitals at Camps 
Custer and Gruber; retired from active military 
duty in 1946; served on the staff of the Texas State 
Hospital; died April 27, aged 75, of myocardial 
degeneration. 


Wagoner, George * Bryn Mawr, Pa.; University of 
Pennsylvania School of Medicine, Philadelphia, 
1922; professor of orthopedic pathology at the Uni- 
versity of Pennsylvania Graduate School of Medi- 
cine; specialist certified by the American Board of 
Orthopaedic Surgery; member of the American 
Orthopaedic Association; veteran of World Wars | 
and Il; associated with Bryn Mawr (Pa.) Hospital, 
Woman's Hospital, Philadelphia, and Pottstown 
(Pa.) Hospital; died in Ligonier April 29, aged 61, 
of coronary occlusion. 


Wheeler, Lewis Hawley, Captain, U. S. Navy, re- 
tired, Wesport, Conn.; Yale University School of 
Medicine, New Haven, Conn., 1897; service mem- 
ber of the American Medical Association; entered 
the U. S. Navy in 1904 and retired Feb. 18, 1930; 
veteran of World War I; during President Wilson’s 
administration served as physician on the presi- 
dential yacht, Mayflower; consultant, Norwalk 
(Conn.) Hospital; director, Westport Sanitarium; 
died Aug. 29, aged 81, of cerebral hemorrhage. 


Wiig, Laurence Maxon * Honolulu, Hawaii; Uni- 
versity of Pennsylvania School of Medicine, Phila- 
delphia, 1933; specialist certified by the American 
Board of Surgery; certified by the National Board 
of Medical Examiners; fellow of the American Col- 
lege of Surgeons; on the staffs of the Queen’s, 
Kauikeolani Children’s, Kuakini, Kapiolani Ma- 
ternity and Gynecological, and Leahi hospitals; at 
one time practiced in San Angelo, Texas; died July 
30, aged 47. 
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Young, Edith Frances ® Marysville, Calif.; Univer- 
sity of California School of Medicine, San Francisco, 
1928; member of the American Public Health As- 
sociation; bi-county health officer, Sutter-Yuba 
Health Department; for many years pediatrician in 
the bureau of maternal and child health of the state 
department of public health; at one time associated 
with the Los Angeles County Health Department; 
formerly health officer of Sonoma County; died in 
San Francisco Aug. 17, aged 61. 


Anagnos, George Dionisiou, Chicago; Chicago Med- 
ical School, 1930; died Aug. 31, aged 59, of acute 
myocardial infarction and _ arteriosclerotic heart 
disease. 


Banks, Jeff, Little Rock, Ark.; University of Ar- 
kansas School of Medicine, Little Rock, 1934; pro- 
fessor of anatomy at his alma mater, where for 
many years he was chairman of the committee on 
admission; member of the Arkansas Medical So- 
ciety; died Aug. 13, aged 52, of acute myocardial 
infarction. 


Barr, Richard Everett *® Beaumont, Texas; Univer- 
sity of Texas School of Medicine, Galveston, 1920; 
specialist certified by the American Board of Radi- 
ology; served as medical director of the Frances 
Ann Lutcher Hospital in Orange; associated with 
the Hotel Dieu and Baptist hospitals; past-president 
of the Texas Radiological Society; died Aug. 14, 
aged 69, of hypostatic pneumonia following cere- 
bral hemorrhage. 


Bates. Charles Adelbert * Dalton, Ohio; Ohio State 
University College of Medicine, Columbus, 1947; 
interned at Mercy Hospital in Canton; served on 
the staff of the Apple Creek (Ohio) State Hospital 
and the Massillon (Ohio) State Hospital; died in the 
Massillon (Ohio) City Hospital Aug. 30, aged 38, of 
coronary occlusion. 


Bogue, Homer Adelbert, Ontario, Calif.; University 
of Vermont College of Medicine, Burlington, 1886; 
an associate member of the American Medical As- 
sociation; died Aug. 7, aged 96, of cardiovascular 
disease, and bronchopneumonia. 


Bottorff, David Combs * Charlestown, Ind.; Univer- 
sity of Louisville (Ky.) School of Medicine, 1934; 
interned at Louisville (Ky.) City Hospital; died 
July 22, aged 50, of coronary occlusion. 


Brenner, Paul Melvin * Quincy, III; St. Louis Uni- 
versity School of Medicine, 1935; member of the 
Industrial Medical Association; associated with the 
Blessing Hospital and St. Mary's Hospital, where 
he died July 16, aged 49, of bronchogenic car- 
cinoma. 


Bridges, John H., Bolivar, Mo.; St. Louis College of 


Physicians and Surgeons, 1905; died July 12, 
aged 90. 
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Brier, Edward C., Seattle; University of Indian- 
apolis Medical Department, 1898; for many years 
admitting surgeon for the King County Hospital; 
died Aug. 17, aged 89, of coronary thrombosis. 


Carey, Hollis Layton ® Gridley, Calif.; University 
of Oregon Medical School, Portland, 1936; member 
of the American Academy of General Practice; 
past-president of the Butte-—Glenn Medical Society; 
on the staff of the Biggs-Gridley Memorial Hos- 
pital, where he died Aug. 1, aged 54, of carcinoma 
of the cecum. 


Chernenkoff, Peter William * Bend, Ore.; College 
of Medical Evangelists, Loma Linda and Los An- 
geles, 1937; veteran of World War II; on the staff 
of St. Charles Hospital; died Aug. 17, aged 51, of 
coronary thrombosis. 


Clements, James David, Ordinary, Va.; Medical 
College of Virginia, Richmond, 1918; died in the 
Johnston-Willis Hospital, Richmond, Aug. 20, aged 
3, of congestive heart failure. 


Cocklin, William Karl, Yakima, Wash.; State Uni- 
versity of Iowa College of Medicine, lowa City, 
1907; past-president of the Yakima County Medical 
Society; veteran of World War I; member and 
past-president of the staff, St. Elizabeth’s Hospital; 
died in the Yakima Valley Memorial Hospital Aug. 
21, aged 73, of bronchogenic carcinoma. 


Cosgrove, John Joseph, New York City; Columbia 
University College of Physicians and Surgeons, 
New York City, 1903; for many years on the staff 
of St. Clare’s Hospital; died Aug. 19, aged 78. 


Craven, Lawrence Lewellyn * Glendale, Calif.; 
University of Minnesota Medical School, Minne- 
apolis, 1914; veteran of World War I; member of 
the Glendale Planning Commission; on the staff of 
the Memorial Hospital; died Aug. 18, aged 74, of 
angina pectoris. 


Davis, Hugh * Seguin, Texas; University of Texas 
School of Medicine, Galveston, 1924; county health 
officer; on the staff of the Seguin Hospital; died 
Aug. 15, aged 63, of coronary occlusion. 


Desprez, Louis Willoughby, Chicago; Chicago Col- 
lege of Medicine and Surgery, 1913; veteran of 
World War I; died in the Veterans Administration 
Research Hospital June 18, aged 65, of arterio- 
sclerotic heart disease. 


Dichter, Irving Samuel * Stamford, Conn.; Jeffer- 
son Medical College of Philadelphia; 1931; mem- 
ber of the American Academy of General Practice; 
veteran of World War II; on the staffs of St. Joseph's 
Hospital and the Stamford Hospital, where he died 
Aug. 29, aged 51, of cerebral hemorrhage and 
hypertension. 
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Dierksheide, Henry William ® Pemberville, Ohio; 
Eclectic Medical College, Cincinnati, 1918; member 
of the American Academy of General Practice; 
president of the Citizens Savings Bank; member of 
the staff of Riverside Hospital in Toledo, Memorial 
Hospital in Fremont, and the Wood County Hos- 
pital in Bowling Green, where he died Aug. 26, 
aged 63. 


Dora, Alexander Joseph, Hartford, Conn.; Magyar 
Kirdlyi Pazmany Petrus Tudomanyegyetem Orvosi 
Fakultasa, Budapest, Hungary, 1931; died in St. 
Francis Hospital Aug. 19, aged 50. 


DuBose, James Lafayette * Wells, Texas; Gate 
City Medical College, Dallas, 1904; associated with 
the Nan Travis Memorial Hospital in Jacksonville, 
where he died Aug. 24, aged 84. 


Dutton, Benjamin Blanton, Winchester, Va.; Uni- 
versity College of Medicine, Richmond, 1913; mem- 
ber of the Medical Society of Virginia; member of 
the school board; on the staff of the Winchester 
Memorial Hospital; died Aug. 22, aged 68, of car- 
cinoma of the lung. 


Edmunds, Clarence Harold * Miami, Fla.; Univer- 
sity of Western Ontario Faculty of Medicine, Lon- 
don, Ontario, Canada, 1913; on the staff of the North 
Shore Hospital; died Aug. 26, aged 68, ot heart 
disease. 


Ehrhardt, William ® Westfield, Texas; Medical De- 
partment of Tulane University of Louisiana, New 
Orleans, 1900; died in the Methodist Hospital, 
Houston, Aug. 15, aged 85. 


Familton, R. Spencer * Hoboken, N. J.; New York 
Homeopathic Medical College and Flower Hos- 
pital, New York City, 1917; veteran of World War 
I; plant physician at Bethlehem Shipyards; died 
Aug. 29, aged 65. 


Forman, Alfred H., Vinton, La.; Medical Depart- 
ment of Tulane University of Louisiana, New Or- 
leans, 1898; an associate member of the American 
Medical Association; past-president of the Seventh 
District Medical Society; on the staff of St. Patrick’s 
Hospital, Lake Charles, died Aug. 21, aged 82. 


Friedberger, Joseph ® Urbana, Ohio; Universitit 
Heidelberg Medizinische Fakultat, Baden, Ger- 
many, 1916; on the staff of the Mercy Memorial 
Hospital, where he died Aug. 8, aged 67, of 
hepatitis. 


Garner, Albert F. * Grandview, Texas; Missouri 
Medical College, St. Louis, 1889; died in Arlington 
Aug. 17, aged 92, of complications following a 
fractured femur. 


Granger, Arthur Stanley * Los Angeles; Rush Med- 
ical College, Chicago, 1909; specialist certified by 
the American Board of Internal Medicine; served 
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on the faculty of the University of Southern Cali- 
fornia School of Medicine; fellow of the American 
College of Physicians; veteran of World War I; on 
the staff of St. Vincent’s Hospital, where he died 
Aug. 14, aged 76, of injuries received in an auto- 
mobile accident. 


Licht, Louis Frederick, Old Westbury, L. I., N. Y.; 
Cornell University Medical College, New York 
City, 1903; also a graduate in pharmacy; fellow of 
the American College of Surgeons; for many years 
on the staff of the Mary Immaculate Hospital in 
Jamaica, N. Y., died in Oquossoc, Maine, Aug. 15, 
aged 80. 


McKinney, Philip Edward * Mowrystown, Ohio; 
Eclectic Medical College, Cincinnati, 1911; died 
July 20, aged 76, of cancer. 


Morris, Earl Herbert ® Dayton, Ohio; Medical 
College of Ohio, Cincinnati, 1903; for 50 years med- 
ical examiner for the Railway Express Company; 
on the staffs of the Miami Valley Hospital and 
Good Samaritan Hospital, where he died Aug. 5, 
aged 84, of a coronary occlusion. 


Noyes, William Wallace * Ceresco, Neb.; Lincoln 
Medical College of Cotner University, 1908; on the 
emeritus medical staff of Lincoln (Neb.) General 
Hospital; died Aug. 5, aged 74, of a heart attack. 


Pacella, Emilio Robert ® Garden City, N. Y.; Regia 
Universita degli Studi di Bologna Facolta di Medi- 
cina e Chirurgia, Italy, 1937; member of the Amer- 
ican Psychiatric Association; died in Southampton 
Aug. 18, aged 47. 


Parker, James Searcy, New Orleans; Tulane Univer- 
sity School of Medicine, New Orleans, 1919; mem- 
ber of the Louisiana State Medical Society; re- 
ceived a citation and medal from President Truman 
during World War II for service in connection with 
medical examinations of draftees; died Aug. 12, 
aged 63. 


Pearson, George Burton * Wilmington, Del.; Al- 
bany (N. Y.) Medical College, 1897; died Aug. 3, 


aged 88, of cerebral hemorrhage. 


Penke, Madeline ® Staten Island, N. Y.; Cornell 
University Medical College, New York City, 1930; 
certified by the National Board of Medical Ex- 
aminers; specialist certified by the American Board 
of Pathology; member of the American Society of 
Clinical Pathologists and the College of American 
Pathologists; served on the staff of the Staten Is- 
land Hospital; died Aug. 23, aged 54. 


Pierce, Clarence Dexter * Batavia, N. Y.; Univer- 
sity of Vermont College of Medicine, Burlington, 
1923; school physician; served on the staff of the 
Genesee Memorial Hospital; died in the Kerbs 
Memorial Hospital, St. Albans, Aug. 2, aged 61, of 
acute myocardial infarction. 
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Poleshuck, Rubin * South Orange, N. J.; University 
and Bellevue Hospital Medical College, New York 
City, 1934; an associate, International College of 
Surgeons; on the staff of the Beth Israel Hospital 
in Newark; died Aug. 6, aged 50. 


Rayman, Elias Allie * Mount Vernon, N. Y.; Uni- 
versity and Bellevue Hospital Medical College, 
New York City, 1909; member of the American 
Academy of General Practice; retired police sur- 
geon; formerly surgeon for the New York Central 
Railroad; served on the staff of the Mount Vernon 
Hospital, where he died Aug. 6, aged 70, of car- 
cinoma of the liver. 


Reinherz, George, Chelsea, Mass.; Tufts College 
Medical School, Boston, 1908; chairman of the 
board of health of which he was a member for 
many years; on the staff of the Chelsea Memorial 
Hospital; died in Medford Aug. 16, aged 73, of 
coronary thrombosis. 


Reutinger, Ernest Victor, Columbus, Ohio; Ohio 
Medical University, Columbus, 1906; associated 
with St. Ann’s and St. Anthony hospitals, and the 
Grant Hospital, where he died Aug. 14, aged 78, of 
coronary heart disease. 


Ross, George Perry ® Auburn, N. Y.; University of 
Maryland School of Medicine and College of Physi- 
cians and Surgeons, Baltimore, 1915; veteran of 
World War I; consulting surgeon at the Mercy 
Hospital and the Auburn Memorial Hospital, where 
he died Aug. 8, aged 64, of coronary thrombosis 
with infarction. 


Ross, Jesse Ellick * Henderson, Texas; University 
of Arkansas School of Medicine, Little Rock, 1935; 
member of the American Academy of General Prac- 
tice; veteran of World War II; city health officer; 
served as county health officer; administrator of 
the Henderson Memorial Hospital; died Aug. 14, 
aged 52, of coronary thrombosis. 


Schoenfeld, Philip, Long Island City, N. Y.; New 
York Homeopathic Medical College and Flower 
Hospital, New York City, 1916; an associate mem- 
ber of the American Medical Association; on the 
staff of the Metropolitan Hospital; a founder, and 
for many years president of the Boulevard Hospital, 
where he died Aug. 19, aged 63, of peritonitis and 
ruptured appendix. 


Smith, Homer R. * Minneapolis; University of 
Minnesota College of Homeopathic Medicine and 
Surgery, Minneapolis, 1907; on the staff of St. 
Barnabas Hospital, where he died Aug. 11, aged 
74, of a heart attack. 


Stewart, Paul Morton, Assistant Surgeon General, 
U. S. Public Health Service, retired, Washington, 
D. C.; University of Cincinnati College of Medi- 
cine, 1914; service member of the American Med- 
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ical Association; appointed assistant surgeon gen- 
eral of the Public Health Service in 1914; in 1946 
named head of the Coast Guard medical division 
and served until his retirement in 1952; died Aug. 
23, aged 68, of coronary insufficiency. 


Streep, Isaac Newton, Brooklyn; Cornell University 
Medical College, New York City, 1903; died in the 
Brooklyn Eye and Ear Hospital Aug. 19, aged 81, 
of esophageal obstruction and tumor of the naso- 
pharynx. 


Tallman, John Harold, Mount Vernon, N. Y.; Cor- 
nell University Medical College, New York City, 
1899; an associate member of the American Med- 
ical Association; associated with the Mount Vernon 
Hospital, where he died Aug. 10, aged 81, of sub- 
arachnoid hemorrhage. 


Teskey, Stanley * Bernardsville, N. J.; University 
of Toronto Faculty of Medicine, Toronto, Ontario, 
Canada, 1928; past-president and secretary of the 
Morris County Medical Society; on the staff of the 
Morristown (N. J.) Memorial Hospital, where he 
died Aug. 30, aged 58, of adenocarcinoma of the 
colon. 


Thompson, Elmer James, Pittsburgh; Western Penn- 
sylvania Medical College, Pittsburgh, 1905; an asso- 
ciate member of the American Medical Association; 
served as a member of St. John’s Hospital in Pitts- 
burgh and Suburban General Hospital, in Bellevue, 
where he died Aug. 16, aged 79, of coronary disease. 


Tune, Walter Otis, Brookneal, Va.; Medical College 
of Virginia, Richmond, 1910; formerly member of 
the town council, and county medical examiner; 
died in Lynchburg Aug. 20, aged 74, of arterio- 
sclerotic heart disease. 


Turner, Irvine Friend Peddie, Titusville, N. J.; Jet- 
ferson Medical College of Philadelphia, 1894; an 
associate member of the American Medical Asso- 
ciation; died June 12, aged 83, of coronary oc- 
clusion. 


Tyson, Thomas D. * Mebane, N. C.; University 
College of Medicine, Richmond, 1899; for many 
vears chairman of the school board; on the staffs of 
the Alamance County and Alamance General hos- 
pitals; died in the High Point (N. C.) Memorial 
Hospital Aug. 17, aged 85, of cerebral thrombosis. 


von Tobel, Albert Eugene, Marlin, Texas; Yale Uni- 
versity School of Medicine, New Haven, Conn., 
1899; died in the Buie-Ailen Hospital June 11, 
aged 81. 


Wagner, Joseph Adam, Venice, Calif.; University 
of Pennsylvania Department of Medicine, Philadel- 
phia, 1903; died in the Veterans Administration 
Hospital in West Los Angeles June 6, aged 70. 
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Waldrep, Newnan Cayce * ‘Tishomingo, Miss.; 
Kentucky School of Medicine, Louisville, 1901, 
died in Iuka Aug. 19, aged 80. 


Walker, Robert Nichols, Celina, Texas; University 
of Louisville (Ky.) Medical Department, 1903; died 
in Dallas Aug. 19, aged 78. 


Wallace, Frank Barnett ® Kansas City, \lo.; Wash- 
ington University School of Medicine, St. Louis, 
1917; on the staff of St. Joseph Hospital; veteran of 
World War I; died Aug. 14, aged 65, of carcino- 
matosis. 


Wallace, James Carroll * Beaumont, Texas; How- 
ard University College of Medicine, Washington, 
D. C., 1916; veteran of World War I; on the staffs 
of the Beaumont Municipal and Hotel Dieu hos- 
pitals; died Aug. 6, aged 66, of coronary occlusion. 


Warren, Frank Rienzi, South Pasadena, Calif.; Rush 
Medical College, Chicago, 1896; died May 28, aged 
§2, of bronchopneumonia, myocarditis, and hyper- 
tension. 


Weir, William Carrigan, Hamlin, Texas; Vanderbilt 
University School of Medicine, Nashville, 1915; 
veteran of World War I; died Aug. 24, aged 74, of 
coronary thrombosis. 


Winter, Alexander King, New Rochelle, N. Y.; Co- 
lumbia University College of Physicians and Sur- 
geons, New York City, 1892; died June 21, aged 
88, of heart disease. 


Womack, Edgar L. * Winchester, ‘Tenn.; University 
of Tennessee Medical Department, Nashville, 1902; 
died in the Coffee County Hospital July 1, aged 
86, of prostatitis and heart disease. 


Young, William Clement * Chiefland, Fla.; Univer- 
sity of Georgia Medical Department, Augusta, 1911; 
died Aug. 18, aged 82, of carcinoma of the stomach. 


Youngblood, Daniel Joel Raymond, Breckenridge, 
Texas; Atlanta College of Physicians and Surgeons, 
1904; died in Fort Worth Aug. 8, aged S6, of arterio- 
sclerosis. 


Zaydon, John Paul * Scranton, Pa.; St. Louis Uni- 
versity School of Medicine, 1935; certified by the 
National Board of Medical Examiners; veteran of 
World War I; interned at Scranton State Hospital; 
killed Aug. 23, aged 49, in an automobile accident. 


Zingher, Joseph Mordicae * Rushville, Hl.; Chicago 
Medical School, 1949; member of the American 
Academy of General Practice; certified by the Na- 
tional Board of Medical Examiners; resident in the 
department of anesthesiology, Lakeside Hospital 
in Cleveland, where he died Aug. 18, aged 37, of 
coronary thrombosis. 
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Placental Transmission of Poliomyelitic Antibodies. 
—Can the newborn infant be protected by passive 
immunization of the pregnant mother? This ques- 
tion is intimately related to the following two oth- 
ers: 1, When and in what quantity are maternal 
antibodies transferred through the placental barrier? 
2. What is the life span of each transferred anti- 
body? Strean and co-workers (Canad, M. A, J. 
77:315 | Aug. 15] 1957) studied these questions in the 
case of poliomyelitis antibodies by estimating the ti- 
ters of neutralizing antibodies in pregnant women 
and their offspring, with and without maternal vacci- 
nation against poliomyelitis during the pregnancy. 
They show that vaccination with the Salk vaccine 
during pregnancy has no apparent deleterious effect 
on the pregnancy and that pregnant women elab- 
orate neutralizing antibodies just as well as non- 
pregnant women, The maternal antibodies are trans- 
ferred through the placenta whether the titer is 
high or low in the mother’s serum. All types of anti- 
body are equally well transferred, and there is no 
significant quantitative relation between the level of 
fetal antibodies transferred and the level of maternal 
circulating antibodies. Nevertheless, in certain cases, 
there was a parallel between the ratio of maternal 
to fetal gamma globulin levels and the ratio of ma- 
ternal to fetal antibody titers. This finding suggests 
the application of routine electrophoretic testing of 
maternal and fetal blood to detect cases of hypo- 
gammaglobulinemia and consequent lowering of 
resistance to infection, 

The level of neuiralizing antibodies falls gradual- 
ly in the serum of the neonate and follows an ex- 
ponential curve as with metabolite excretion; hence 
the antibodies are likely to be excreted as exogenous 
gamma globulin. The half-life of neutralizing anti- 
bodies in neonatal blood is 50 to 55 days, but a sig- 
nificant level was still detectable in three of six 
children as late as 7 to 11 months after birth. 


Blood Coagulation in Alimentary Lipemia.—The link 
between lipids and in vitro changes in the blood 
clotting mechanism may be related to thrombus 
formation and atheroma. Mustard (Canad. M. A. J. 
77:308, 1957) investigated these relationships by 
studying the clotting mechanism during alimentary 
lipemia in 24 men given meals containing 74 Gm. of 
fat and then repeating the experiment in nine sub- 
jects after four to six days of bishydroxycoumarin 
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therapy. In the presence of lipemia, most subjects 
showed changes in the factors concerned with the 
first stage of thromboplastin formation. Thus, blood 
clotting was accelerated, the platelet count lowered, 
antihemophilic globulin activity decreased, and 
Christmas factor activity increased. In seven of nine 
subjects given anticoagulants for four to six days, the 
acceleration of clotting associated with alimentary 
lipemia no longer occurred, and there were no ob- 
vious changes in platelet count, antihemophilic glob- 
ulin activity, or Christmas factor activity. In the 
other two subjects, pushing anticoagulant therapy 
somewhat further brought them into line with the 
other seven, These two had had a significantly high 
Christmas factor activity, and it seems that the ac- 
tivity of this factor must be greatly reduced to 
achieve the anticoagulant effect. If atheroma is due 
to deposition of material on the intima in the first 
place, these findings may be of some clinical sig- 
nificance. 


Underwriting Canadian Health.—A study entitled 
“Underwriting Canadian Health” has been made by 
Dr. William Lougheed, at the request of the Ca- 
nadian Life Insurance Officers Association. This re- 
port on government welfare spending seen purely 
from the financial angle shows how much health 
care the Canadian nation can afford to finance 
through its government in relation to other ways 
of using the money, To achieve welfare you must 
first have wealth. The sequence cannot be reversed 
without disaster. Dr. Lougheed calculates that if 
government welfare spending and Canada’s gross 
national production continue mounting at their pres- 
ent rates, welfare spending will amount to five times 
the present figure and to 45% of total government 
outlays by 1980, If this process continues unchecked, 
Canada will find itself with a “poor” economy of the 
British type. Hospital insurance and other welfare 
programs are likely to weaken further the develop- 
mental potential of the poorer provinces, and later 
the wealthier ones will be involved. Hence, some 
form of effective cost control must be built into any 
scheme for financing health services on a large 
scale. As an alternative to the present scheme, some 
type of insurance against medical catastrophe may 
be the answer to the nation’s needs. 


Poliomyelitis Vaccination.—When Canada began its 
poliomyelitis vaccination program in April, 1955, 
most provinces selected the early primary-school 
group for priority, in view of the limited amount of 
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vaccine available. The program was later extended 
to preschool and older school children, and, by the 
beginning of the poliomyelitis season in 1958, all the 
children, pregnant women, and some occupational 
groups at hazard will have been vaccinated. Now 
that more vaccine is available, the future extension 
of the program requires thought. Lossing (Canad. J. 
Pub. Health 48:276, 1957) analyzed the figures for 
age of incidence of paralytic poliomyelitis in Canada, 
from 1952 on, as a guide to future application, He 
shows that, in the postvaccination years, 1955 and 
1956, the peak distribution of paralytic cases shifted 
from the 5 to 9 year age group to the preschool group. 
The risk to adults was, however, great, for 28 to 36% 
of all cases occurred in persons aged 20 and over 
and 11 to 16% at age 30 and over. in 1956, the risk 
of paralytic poliomyelitis was as great in persons 
30 to 39 years of age as at 15 to 19. Figures also 
show that paralytic poliomyelitis is particularly 
lethal in the very young, less so in older children, 
and increasingly deadly in adult years. Vaccination 
should, therefore, be begun at an early age and ex- 
tended to adults up to 40 years old, particularly 
the parents of preschool and school-age children. 


Anaerobic Infections in Humans.—Potvin and Morin 
(Canad. J. Pub. Health 48:317, 1957) drew attention 
to the ease with which the presence of certain 
anaerobes may be overlooked in human infections. 
They referred particularly to certain nonsporulating 
endogenous rods and cocci of the genera Strepto- 
coccus, Ramibacterium, and Spherophorus. They 
systematically collected pus over a period of three 
years from various hospitals in Quebec and used 
samples for anaerobic culture. They isolated anae- 
robes from 35 patients. In 19 of these the infection 
was only with one or more species of anaerobe 
(including anaerobic Streptococci in eight patients ), 
while in 16 the anaerobes were associated with 
aerobes—Streptococcus pyogenes, enterococcus, and 
Proteus vulgaris. The authors suggest that attempts 
be made elsewhere to isolate these micro-organisms, 
especially in infections of the ear, throat, intestinal 
tract, and genitals, the natural habitat of these anae- 
robes. It is possible, for example, that a number of 
focal streptococcic infections are originally anae- 
robic and that examination of pus early in the in- 
fection would reveal pure anaerobic flora. 


Public Health Personnel.—_New recommendations 
for basic salary scales and qualifications for all 
classes of public health personnel are contained in 
the latest survey made by the Canadian Public 
Health Association at the request of the Dominion 
Council of Health, advisory body to the Department 
of National Health and Welfare. This is the fourth 
survey made since World War II, and it discloses 
some improvement in conditions but insufficient to 
make a career in public health attractive in compari- 
son with that in other fields. There is a continued 
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shortage of physicians trained in public health and a 
consequent trend toward enlargement of health 
unit areas, Salary ranges offered to physicians are 
often still too narrow. It seems that agencies have 
been unable to obtain enough nurses with public 
health qualifications, since of the total of 2,678 
nurses in public health work 40% are not so quali- 
fied; this implies a dangerous lowering of standards. 
The situation as regards engineers has improved, 
but salaries are still not competitive with those of 
industry. The need for full-time dentists in public 
health agencies is as acute as ever, and the situation 
as regards recruitment and maintenance of labora- 
tory staff remains serious, Laboratory work has be- 
come increasingly specialized and calls for more 
highly trained personnel to assume more responsi- 
bility. Such persons cannot be readily recruited at 
present salary levels. Salaries for veterinarians, nu- 
tritionists, and sanitary inspectors are too low. There 
is a shortage of health educators, and those avail- 
able are being trained in the United States rather 
than in Canada. 


Seven Cases of Viral Meningitis in One Family.— 
Viral meningitis distinct from poliomyelitis has been 
recognized in Ontario, The latest report (Canad. 
M.A. J. 77:439, 1957 ) is of an unusual outbreak in an 
isolated community in Nova Scotia, where seven 
members of a family were attacked and viruses were 
isolated during the illness. Symptoms and signs were 
those of meningitis, and two patients had a bright 
scarlatiniform rash, Four strains of an agent cyto- 
pathogenic for monkey kidney cells, but not HeLa 
or human amnion cells, were isolated from the stools 
of three patients and the spinal fluid of one. The 
virus, placed in the Echo 9 virus category, caused 
paralysis in infant mice on intracerebral or intra- 
peritoneal inoculation. Serums obtained late in the 
disease showed neutralization of the virus. The ori- 
gin of the outbreak is a mystery. 


Evaluation of Analgesics.—The difficulty of evaluat- 
ing the analgesic quality of drugs experimentally 
has long been recognized. Foulks and Daniel 
(Canad. J. Biochem. & Physiol. 35:455, 1957) re- 
veal the confusion associated with experimental 
methods in their account of controlled studies of 
aspirin, codeine, and meperidine in which the ef- 
fects of these agents were observed on medical 
students. The rise in pain threshold induced by 
drugs was studied by two devices, leg muscle com- 
pression by sphygmomanometer cuff and compres- 
sion of tissues overlying the frontal bone. Sixty un- 
trained and three trained subjects were used, and 
the results proved completely useless for assessment 
of analgesic values. The following coefficients of 
variation were obtained: (1) subject to subject, 
80%; (2) day to day, 20%; and (3) moment to 
moment, 10%, Threshold elevations produced by 
analgesics were small and usually not significantly 
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greater than those obtained with placebos. Most 
of the subjects were inconsistent in their response to 
placebos so that elimination of placebo reactors 
would have meant elimination of most of the group. 
Training of subjects did not enhance their ability 
to distinguish between agents. The magnitude of 
statistically significant differences was too small to 
permit any general conclusions as to the relative 
potency of various analgesic agents or of different 
doses of the same agent. Results bore no obvious 
relation to clinical efficacy. 


Vibration Sense in the Aged.—Such authorities as 
Sir Russell Brain and Wechsler have fostered the 
idea that vibration sense tends to be impaired in the 
elderly. Himel and Macdonald (Canad. M. A. J. 
77:459, 1957), as a result of their studies, refute this 
statement. Since 1950 they have examined vibration 
sense in 1,200 patients aged from 17 to 90, and they 
noted that 98% of those aged 60 to 69 years, 91.5% 
of those 70 to 79 years, and 77% over 80 years had 
an intact vibration sense. Analysis of the 20 cases 
of impaired vibration sense suggested that two fac- 
tors are responsible for the impairment—moderate 
peripheral vascular disease and the presence of an 
anemia, due to cither iron deficiency or normo- 
chromic (there were no cases of pernicious anemia ). 


INDIA 


Vitamin D, in Tuberculosis.—B. K. Ghosh (J. Indian 
M. A. 29:3 [Aug. 1] 1957) studied the effect of vita- 
min D in 23 patients with tuberculosis to find out 
whether the vitamin has any tuberculostatic action 
comparable to that of streptomycin, isoniazid, and 
aminosalicvlic acid. Three patients had only pul- 
monary tuberculosis, 15 had only Ivmph node in- 
volvement, 1 had involvement of lungs and bones, 
and 4 had involvement of lung and lymph nodes. 
The study was continued for nine months and the 
effect of the vitamin on the serum calcium level was 
determined. The drug used was a pure form of 
calciferal (vitamin D.), and 600,000 L. U. in oil was 
injected intramuscularly in adults once a week for 
four weeks and then once every two weeks. A pro- 
portionately smaller dose was used for children. 
All the eight patients with involvement of the 
lungs had bilateral disease, five being in an ad- 
vanced and three in a moderately advanced stage. 
In these patients, no exacerbation or spread of the 
disease was seen during the trial period, but a slight 
ameliorating effect was seen, Hemoptysis occurred 
only three times. A marked beneficial effect was 
seen in patients with lymph node involvement, In 
about 64% of the patients, the lymph nodes showed 
reduction in size to less than half, and in another 
31% they regressed definitely but not so remarkably. 
Three patients who had draining sinuses were cured 
within a reasonable time. No toxic manifestations 
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were encountered with the dosage used. In one child 
of 4 years, weekly injections of 600,000 I. U. did not 
produce any untoward effects. No hypercalcemia 
was noticed during the period of study. Estimations 
of blood calcium were made at different intervals 
after administration of calciferol when the greatest 
rise was 3.3 mg. per 100 cc. in one patient only, the 
mean rise in the 44 readings made being 1.3 mg. 
per 100 cc. No calcium was given during this period. 
The action of vitamin D in tuberculosis is still un- 
determined, but it has a definitely beneficial effect 
in lymph node and skin tuberculosis even when 
other antituberculosis drugs are not being given. 


Riboflavin Metabolism During Menstrual Cycle.— 
B. C. Bose and co-workers (J. Indian M. A. 29:3 
[Aug. 1] 1957) reported that earlier experiments 
had shown that 0.8 mg. of riboflavin per day is the 
minimum requirement for normal adults. Riboflavin 
requirements have been known to vary with a num- 
ber of physiological factors, It was therefore thought 
likely that during menstruation the metabolism of 
riboflavin, which is connected with the growth and 
metabolism of tissues, might be interfered with. A 
group of nurses was selected and kept on a standard 
diet. A 2-mg. test dose of riboflavin was given two 
days before the probable date of the menstrual 
period and repeated on the second day of the period. 
Samples of urine were collected for estimation of 
riboflavin excretion before and after the administra- 
tion of the test dose. It was found that basal ribo- 
flavin excretion is increased during the menstrual 
period, Percentage excretion of the test dose in- 
creases gradually from the premenstrual to the post- 
menstrual period. Certain toxic substances produced 
during menstruation inhibit fermentation of yeast. 
The sluggishness produced in women during men- 
struation may be due to the inhibition of the flavo- 
protein enzymes, thereby affecting the requirements 
of riboflavin, 


Cardiac Surgery.—R. H. Betts and co-workers (Jn- 
dian J. Surg. 19:3 [June] 1957) reviewed their ex- 
perience with some of the congenital and acquired 
cardiovascular abnormalities which have been treat- 
ed by operation. Twenty-five patients with patent 
ductus arteriosus were so treated and, of these, six 
died. One patient with coarctation of the aorta 
showed a moderate fall in blood pressure in the 
arm after operation, but it was too soon to evaluate 
the result. Among the cyanotic group of patients 
with congenital heart lesions, 29 with tetralogy of 
Fallot (with 4 deaths) and one with tricuspid 
atresia were operated on using Blalock’s or Pott’s 
anastomosis. One patient with pure pulmonary sten- 
osis Was treated by transventricular valvotomy. Of 
those patients with acquired lesions, 48 with mitral 
stenosis were treated surgically and 8 died; 4 of 
these were operated on early in the series, and in 
the rest death was due to either marked preopera- 
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tive mitral regurgitation or extreme calcification of 
the valves. One died of auricular tachycardia, al- 
though his pericardium had not been opened. In 10 
patients pericardial resection was performed (for 
constrictive pericarditis in 9 and hemopericardium 
in 1). One patient had a foreign body in the pul- 
monary artery and another had a vascular ring as- 
sociated with a tetralogy of Fallot and a right de- 
scending aorta. 


Hemorrhage into Retina and Vitreous.—B. T. Mas- 
kait (Journal of Postgraduate Medicine July, 1957 ) 
reported a series of six cases of hemorrhage into the 
retina and vitreous. The disease occurs in young per- 
sons. Intraocular hemorrhage occurs suddenly for no 
obvious reason and produces dimness of vision. It 
starts in one eve, but the other eve usually becomes 
involved after a variable interval. The author's pa- 
tients were men 21 to 30 vears of age. There was no 
history of epistaxis, and only two had constipa- 
tion. In the original description of the disease, 
it was described as being frequently but not in- 
variably associated with epistaxis and constipa- 
tion. Only one patient had roentgenographic 
evidence of active pulmonary tuberculosis and 
another had infected tonsils. An intradermal 
tuberculin test was negative in only one patient. 
An increased sedimentation rate was noted in 
the patient with active pulmonary tuberculosis. 
In three patients both eyes were involved, and in 
the others only the right eye was affected. All 
patients had vitreous hemorrhages. The retinal hem- 
orrhages were peripheral in three patients, and in 
one they were situated near the disk and macula 
and at the periphery. No exudates were noticed. 
Four patients recovered good vision but had _ per- 
manent vitreous opacities. No complications such as 
detachment of the retina, glaucoma, and iritis were 
seen, although one patient, when first seen, had had 
detachment of the retina following five previous 
attacks of vitreous hemorrhages. All patients were 
treated with streptomycin and aminosalicylic acid 
or streptomycin and isoniazid, but only four of these 
responded well to this treatment. The cause in most 
of these patients is either tuberculosis or focal 
infection, and most patients respond well to chemo- 
therapy. The disease is often associated with head- 
ache which may be due to a mild meningism. 
probably tuberculous in origin. This was a promin- 
ent feature in three of the patients studied and 
Was severe in one, 


Toxemia of Pregnancy.—R. N. Nag (Journal of the 
Indian Medical Association, Aug., 1957) states that 
edema is: patients with toxemia of pregnancy is 
probably due to an endocrine disorder producing an 
abnormal water and electrolyte balance. The tox- 
emia can be remedied by controlling the edema. 
The toxemia is caused by an excess of sodium ions. 
Greater intake of fluid, diuresis, salt-poor diet, and 
ion-exchange resins cause sodium depletion and con- 
trl the edema. Excretion of sodium ions is increased 
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by giving acetazolamide, which in moderate doses 
is relatively nontoxic. The ion-exchange resins con- 
vert the salt remaining in a salt-poor diet into an 
insoluble form and prevent its further absorption. 
The ammonium resin increases urinary sodium ex- 
cretion by causing temporary acidosis. The improve- 
ment obtained by the giving the resin can be 
maintained by a salt-restricted diet. In some patients, 
however, the edema reappears on cessation of the 
resin therapy. Some patients object to its bulk and 
bad taste; others have diarrhea or constipation. An- 
other disadvantage of resin therapy is the excretion 
of calcium ions along with the sodium ions, Supple- 
mentary calcium therapy during administration of 
the resin is therefore necessary. 


UNITED KINGDOM 


Milkmen’s Orange Drinks.—Concern is being ex- 
pressed at the increasing extent to which dairymen 
are selling orange drinks which appear to contain 
practically no ascorbic acid ( vitamin C ). The county 
health officer for Northamptonshire reported that 
the results of analyses of two bottles of the con- 
centrated orange juice obtainable under the Na- 
tional Health Service showed contents of ascorbic 
acid of 73 and 70 mg. per fluid ounce. Analyses 
of a sample of orange drink and two samples of 
“fresh orange drink,” as delivered in one-third pint 
bottles by dairymen, gave a content of less than 
0.1 mg. per fluid ounce of the vitamin. There is a 
great temptation to mothers to buy these drinks 
as they are delivered to them daily by the man 
who brings their milk. His suggestion is either that 
ascorbic acid should be added to bring the concen- 
tration up to a reasonable level or that these drinks 
be clearly labeled as not containing it. 


Influenza Vaccine.—The government proposes to 
buy enough Asian influenza vaccine to offer vac- 
cination to physicians, nurses, and others who are 
especially exposed to infection and on whom any 
epidemic places an exceptionally heavy burden 
such as general practitioners, hospital staffs, and 
employees of local health departments who care 
for the sick in their homes. All the vaccine needed 
for this purpose will be obtainable in this country. 
Although it is highly infectious, Asian influenza is 
milder than the ordinary type of influenza to which 
we are accustomed, According to present evidence 
there is no necessity for general vaccination against 
so mild a disease. According to past experience the 
protection given by vaccines of this type does not 
usually exceed 30 to 40%. A possible explanation 
of this low incidence of protection may be that 
inactivated influenza vaccines may, in fact, be 
unable to prevent influenza to any greater extent, 
but it is also likely that the low attack rate ex- 
perienced in recent epidemics vitiated clinical 
assessment. This latter view is supported by the 
excellent results obtained by the use of a suitable 
virus A vaccine in a sharp outbreak in a boarding 
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school in 1956 and also by the fact that the differ- 
ence in clinical influenza attack rates between the 
various inoculated persons and the controls month 
by month was greatest during the period in 1956 
when virus A influenza was proved to be prevalent 
by laboratory tests. 

A vaccine made from Asian virus has been pre- 
pared by methods similar to those used in making 
other influenza vaccines at the Wright-Fleming 
Institute. Serologic trials have shown that antibody 
formation is stimulated by this vaccine, and a clini- 
cal trial of the vaccine has been instituted. It is 
hoped that the inoculation of some 8,000 volunteers 
will be completed by the end of October and that 
statistically significant figures will be available 
by spring. 


Glycosuria Test Not Available to Diabetics.—Two 
new tests are available for detecting glucose in 
urine. They depend on the oxidation of glucose by 
atmospheric oxygen in the presence of glucose 
oxidase to gluconic acid and hydrogen peroxide, 
which reacts with toluidine blue O in the presence 
of a peroxidase to give a blue oxidation, product. 
This type of test distinguishes glucose from other 
forms of sugar, and a testing set is available com. 
mercially, One manufacturer claims that the test is 
roughly quantitative if the color produced is com- 
pared with a standard chart of colors. The testing 
set is not obtainable free on prescription by dia- 
betics under the National Health Service, although 
other urine testing outfits are, because the enzyme 
test is not strictly quantitative. It is unsuitable for 
use by diabetics and is of no more value to the 
physician than the copper sulfate test. The ministry 
considers that the test should be limited to ascer- 
taining whether a reducing substance in the urine 
is glucose or not, as in the screening of suspected 
diabetics and patients in antenatal clinics, where 
urines often contain lactose and therefore give a 
positive copper sulfate reduction test. 


Homosexuality and Prostitution.—In April, 1954, 
the home secretary appointed a committee to con- 
sider the law and practice relating to homosexual 
offenses, the treatment of persons convicted of such 
offenses by the courts, and the law and _ practice 
relating to prostitution and solicitation for immoral 
purposes. In its report the committee (with one 
dissentient ) recommends that homosexual behavior 
between consenting adults in private should no 
longer be a criminal offense, that questions relating 
to consent and in private be decided by the same 
criteria as apply in the case of heterosexual acts 
between adults and that the age of adulthood for 
the purposes of the proposed change in the law 
be fixed at 21. In coming to these conclusions the 
committee states that it has considered the degree 
to which the criminal law should concern. itselt 
with sexual behavior and believes that it is not 
the function of the law to intervene in the private 
lives of citizens nor to seek to enforce any particular 
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pattern of behavior except insofar as this may be 
necessary to preserve public order and decency, 
to protect the citizen from what is offensive or 
injurious, and to provide sufficient safeguards 
against the exploitation of others, particularly those 
who are specially vulnerable. The committee rec- 
ommends that the law relating to living on immoral 
earnings be applied to the earnings of male as well 
as female prostitutes and that the law relating to 
brothels should apply to premises used for homo- 
sexual practices. So far as treatment is concerned, 
the committee is not in favor of castration but 
recommends that the present ban on the use of 
estrogens in prisons be removed in those cases in 
which the prisoner desires it and the medical officer 
considers that it would be beneficial. The committee 
recommends research into the cause of homosexu- 
ality and the effects of various forms of treatment. 
It also recommends educative measures for medical 
students, clergy, and probation officers; restricted 
press reporting; and more care in the selection of 
teachers, youth leaders, and others in similar posi- 
tions of trust. 

In the case of prostitution, the committee recom- 
mends that the maximum penalties for street of- 
fenses be increased and that a system of progres- 
sively higher penalties for repeated offenses be 
introduced. The present maximum is $5.60 for the 
first or any subsequent offense. The committee 
recommends that the maximum penalty for a first 
offense should be a fine of $28; for a second of- 
fense, a fine of $70; and for a third or subsequent 
offense, three months’ imprisonment. A further rec- 
ommendation is that the law relating to street 
offenses be reformulated so as to eliminate the re- 
quirement to establish annoyance, as is the case at 
present. The committee rejects licensed brothels 
as an alternative to the present state of affairs. 


Halothane, a New Anesthetic.—Halothane (fluo- 
thane ) a derivative of ethane, in which three hydro- 
gen atoms are replaced by fluorine, a fourth by bro- 
mine, and a fifth by chlorine, was introduced as an 
inhalation anesthetic. The Medical Research Coun- 
cil’s Committee on Non-explosive Anesthetic Agents 
reported on the pharmacological and clinical evalu- 
ation of the compound ( Brit. M. J. 2:479, 1957). It 
was hoped that it would be as safe as ether and 
devoid of all risk of explosion under working condi- 
tions. This has not been achieved, but the com- 
pound does possess some useful properties. The 
pharmacological investigations reveal that, like 
chloroform, halothane has a specific action on the 
heart, depressing myocardial activity and reducing 
cardiac output. Its activity in this respect is about 
70% that of chloroform. It produces a fall in blood 
pressure that is not due primarily to an autonomic 
ganglion block but probably due to a direct action 
on the vasomotor center. At the neuromuscular 
junction, the drug produces some blocking effect, 
although this is not comparable to that of the 
muscle relaxants in common use. The drug can, 
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however, potentiate the effect of hexamethonium 
and tubocurarine chloride, although it antagonizes 
the neuromuscular block produced by succinylcho- 
line (Suxamethonium ) chloride. 

The clinical investigations were carried out by a 
team including Prof. W. Mushin and Dr, G. Organe. 
Pharmacological and clinical experience with halo- 
thane are in agreement. Hypotension is produced 
in both animals and man, that in man being marked 
by the retention of a warm pink skin and modest re- 
duction in bleeding during surgical operations. 
Bradycardia may be noteworthy and is abolished by 
atropine. In man, the ganglion block of drugs such 
as tubocurarine or hexamethonium is potentiated so 
that hypotension may follow the use of these neuro- 
muscular blocking agents during halothane anes- 
thesia. If this is not appreciated, overventilation or 
slight postural change may produce a severe and 
unexpected fall of blood pressure. In 25% of the 
patients, the systolic blood pressure fell below 80 
mm. Hg. Halothane also depresses respiration even 
in the early stages of induction of anesthesia, and 
cyanosis may occur if patients are not adequately 
ventilated. Recovery from halothane anesthesia is 
not as rapid as was suggested by earlier reports, 
and the incidence of postoperative vomiting appears 
to be no less than with other anesthetics. Further 
information about the distribution and elimination 
of halothane is needed. 

It is a relatively safe and pleasant anesthetic 
agent, providing a flexible and effective anesthesia, 
without the danger of explosion. It is, however, not 
as pleasant as cyclopropane and not as safe as ether. 
The drug should not be given by untrained person- 
nel, as it depresses respiration and may even arrest 
it. Its use in a closed circuit is not without risk, be- 
cause it is impossible to control the concentration ot 
inspired vapor. So great is its potency that it is es- 
sential to use a specially designed apparatus to de- 
liver a known concentration of the vapor. Halothane 
is a strong respiratory depressant, and morphine, if 
given at all for premedication, should be adminis- 
tered in small doses. There are certain patients for 
whom cyclopropane or ether is preferable. The 
main use for halothane may be in those operations 
in which bleeding is troublesome and yet only a 
light plane of anesthesia is required, as in opera- 
tions on the ear, nose, and throat, 


Cleaning Hospital Blankets.—Hospital blankets, un- 
less specially laundered, are bacteriologically con- 
taminated and a source of infection. Frisby ( Brit. 
M. J. 2:506, 1957), who examined blankets used by 
infected patients, found that a whole blanket har- 
bored from 40 to 80 million organisms. He considered 
that the woolen blanket is a potent source of infec- 
tion in hospitals. To make it suitable for use, it 
needs to be specially laundered with special deter- 
gents and in machines that are not available in many 
hospital laundries. For this reason, Frisby recom- 
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mends the use of terylene blankets, which are boiled 
like sheets. This greatly reduces the bacterial count 
and entirely eliminates Micrococcus pyogenes var. 
aureus, which was found on all woolen blankets and 
which was penicillin-resistant. Terylene blankets 
produce little lint and stand up well to an average 
of 14 boilings. After boiling, rinsing in a preparation 
known as cirrasol helps to maintain a low bacterial 
count. After use by each patient, all blankets should 
be boiled. This is desirable esthetically and bacterio- 
logically. The hospital Micrococcus must be elimi- 
nated betore it reaches the patient, and one of the 
points of attack is the hospital blanket. 


Comparison of British and U. S. Medical Schools.— 
Three London hospital medical students who spent 
several months studying in three American medical 
schools have compared the work of medical stu- 
dents in the two countries (Lancet 2:407, 1957). 
The medical schools visited were those of Western 
Reserve University, the University of Virginia, and 
Columbia University, The general view of the Brit- 
ish students is that the American medical student 
has a greater degree of responsibility towards his pa- 
tient than does his British counterpart. The teaching 
staff of American schools look on him as a member 
of a clinical team. There are more teachers per stu- 
dent in the United States, and the organization of 
American medicine enables them to devote more 
time to teaching. There is an attitude of friendly 
equality between staff and students in the United 
States. The student's opinion on diagnosis and treat- 
ment is always asked without the “grilling” that is 
common in Great Britain. A notable feature of 
American teaching is the staff conference at which 
difficulties of diagnosis and management are pre- 
sented, often by the student, to a large audience of 
specialists. Students enter the discussion and often 
have the stimulating experience of hearing their 
chiefs criticizing one another. This is almost un- 
known in Great Britain. A student in the United 
States may also stop his chief anywhere in the hos- 
pital and discuss a case with him—another rarity 
on the other side of the Atlantic. 

Relationship between teacher and student in the 
United States is very free and easy, much as it is 
in the older universities of Oxford and Cambridge. 
One of the main incentives to work is enthusiasm 
for and a sense of participation in medicine, and the 
worst type of incentive, the fear of examinations, 
has largely been removed in the American medical 
schools, where, once the student has reached his 
final year, graduation is almost certain, because the 
unfit have been weeded out long betore then. At 
Western Reserve, there is no university final exam- 
ination as in Britain, although the state or national 
licensing examinations must be passed. The failure 
rate is stated to be 2 to 3%. At Virginia and Colum- 
bia, there are a number of intermediary examina- 
tions throughout the medical course. The only tear 
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is that of getting a poor grade. There is no “cram- 
ming” just before examinations as happens in Brit- 
ish schools. American students who have studied in 
Britain are very critical of this. Yet the view of the 
visiting British students is that the American medi- 
cal student works much harder, starting at 8 a. m. 
with lectures or on the wards and finishing when 
there is nothing more to do in the hospital, which 
is late at night. Many American students work for 
pay in the hospitals during their vacations or at 
night. Few British students work for pay, except 
possibly in their long vacations, and then it is at 
nonmedical work. In the United States there are 
fewer scholarships and grants than in Britain, where 
the state maintains many students. 

In the United States the medical student is virtu- 
ally treated as a physician, not as a student. He 
interviews and examines patients alone, and they 
are usually unaware that he is not yet a graduate. 
He then discusses the case with a member of the 
staff. This gives the American student a sense of 
responsibility that the British student does not 
possess. In the home care programs of Boston Uni- 
versity and Tufts Medical College, the students en- 
gage in a limited form of medical practice—caring 
for the sick in some of the poor areas of the city. 
If in doubt or difficulty, they can call the hospital 
for advice. 

One further striking difference between the two 
countries is the attitude towards research and re- 
search ideas. In Britain, owing to the exigencies of 
the examination system, the student has little time 
for these. The American student, on the other hand, 
may engage in some research as a member of a 
team in his undergraduate days, or he may take a 
research post in his vacations or spare time, Western 
Reserve includes a compulsory period of research 
in its curriculum and a thesis at the end of it. The 
American student, instead of holding a series of 
compulsory appointments as does the British stu- 
dent, is allowed to choose the particular branches 
of medicine he would like to study in rather more 
detail during the latter part of his training, and he 
spends up to four months doing this. The general 
opinion of the British medical students is that some 
of the American teaching methods could be intro- 
duced with advantage into British medical schools. 


Tuberculosis Statistics—In Tuberculosis Statistics 
for England and Wales, 1938-1955 (Her Majesty’s 
Stationery Office, 1957), W. Logan and B. Benjamin 
stated that the number of persons suffering from 
tuberculosis is increasing. It is only morbidity and 
mortality that are declining. In Great Britain, 26 
million person-days a year are lost to industry 
through tuberculosis. The death rate, however, in 
both men and women has fallen, Between ages 20 
to 24, it is only one-sixteenth and between 47 and 54 
less than one-third of what it was 10 years ago. This 
spectacular fall began with the introduction of strep- 


FOREIGN LETTERS 1177 


tomycin, Reporting rates have fallen also. Twenty 
years ago this figure was 92 per 100,000 population, 
and it rose to a peak at the end of the war when it 
was 108. It remained at this level until the intro- 
duction of chemotherapy five years later. Today it 
is 76 per 100,000, the lowest recorded. 

The number of cases treated at chest clinics and 
hospitals, however, is increasing at the rate of 11,000 
a year. By the end of 1955, there were over 300,000 
patients under treatment or observation. Mass radio- 
graphic data would suggest that there are about 
75,000 unsuspected cases in the country, or about 
1 in 600 of the population. Logan and Benjamin 
estimate that the total number of persons, known 
and unknown, suffering from respiratory tuberculo- 
sis in England and Wales is 375,000, or about 1 in 
110 of the population, and, of these, 45,000, or 12%, 
are sputum-positive and, hence, form a reservoir of 
infection, Nonrespiratory tuberculosis accounts for 
another 36,000 cases, or just over 9.5% of the total 
number of tuberculous persons. The problem of the 
control of tuberculosis is still a large one, and any 
complacency as a result of the dramatic decline in 
mortality and the progressive reduction in reporting 
is not justified. 


Medical Student Selection.—Before 1939, a medical 
career was, in the main, open only to those whose 
parents could afford it. Today the social pattern has 
changed and prospective physicians come from an- 
other social group. The prospective medical student 
is sorted out at the age of 10 or 11, when he sits for 
an entrance examination for a place in a grammar 
school. If he fails, his chances of going to the uni- 
versity later are slender, so that “late starters” who 
might make very good physicians have slim chances 
of entering a profession. Student selection operates 
further at age 17 to 18, when those who can pass 
what is known as the General Certificate of Educa- 
tion at advanced level and whose parents’ income is 
below $5,600 are the most likely to be selected for 
entry to the medical schools, When the parents’ in- 
come exceeds $5,600, no state grants or scholarships 
are obtainable, and parents must bear the entire 
cost of a long and expensive education. In Great 
Britain, parents with more than one child to educate 
can rarely pay for more than one child to be a 
physician, whatever their income. Thus the social 
group from which most physicians came before the 
war is no longer supplying the profession with re- 
cruits, Most medical students now come from the 
lower income groups, particularly outside London. 
Medicine has thus become more of a means of earn- 
ing a living rather than a vocation as it used to be. 
Parents think more of the prospective financial re- 
wards from medicine for their children. This eco- 
nomic selection may produce physicians trained to 
pass examinations but with less sense of vocation 
and interest in people than formerly. 
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CORRESPONDENCE 


FOLLICULAR LYMPHOBLASTOMA 
OF THE SPLEEN 


To the Editor:—On Sept. 21, 1935, in THe JouRNAL 
( 105:932-934 ), we reported a case diagnosed then 
as giant follicular malignant hyperplasia of the 
lvmph follicles of the spleen, now better designated 
as follicular lymphoblastoma involving spleen. In 
this case the disease as first observed was confined 
to the spleen and several adjacent lymph nodes in 
the gastrosplenic omentum. There was no appreci- 
able general lymph node involvement. A splenec- 
tomy was performed. The patient remained under 
our care until her death April 28, 1954, 27 years 
after the disease was recognized and diagnosed. As 
far as we know, this is the longest period of survival 
in this particular type of lymphoblastoma, the giant 
follicular type. Usually death occurs within 10 years. 
Unfortunately an autopsy was not obtained, but 
the clinical and laboratory findings suggested that 
the death was due to lymphosarcoma which had ul- 
timately developed from the follicular lymphoblas- 
toma. From the time of our report in 1935, the 
patient maintained normal good health without inci- 
dent until March, 1951, when she noticed several 
enlarged lymph nodes in both sides of her neck in 
the supraclavicular fossae, reported on biopsy as 
small cell lymphosarcoma. With x-ray treatment 
these lymph nodes, and one in the right axilla, prac- 
tically disappeared. In January, 1952, she developed 
an enlargement of preauricular lymph nodes. bi- 
laterally, and one small node in the left axilla. These 
were excised. The pathologist's report was as before, 
lymphosarcoma. In March, 1953, several nodes ap- 
peared bilaterally superficial to the sternomastoid 
muscle in the midcervical region and disappeared 
with x-ray treatment. A roentgenogram of her chest 
disclosed a nodular infiltration of the upper lobe in 
the right lung from the apex to the level of the third 
rib, suggesting tuberculosis rather than tumor. There 
were slight dulness to percussion and a few sub- 
crepitant rales. There was no cough. Sputum, prac- 
tically nil, was negative for tubercle bacilli. Skin 
tuberculin test was negative. Temperature was nor- 
mal. She felt well until February, 1954, when she 
reported being tired. She had lost 5 Ib. (2.3 kg.) in 
weight, to 121 lb. (54.9 kg.). There was still no 
cough. There was no lymph glandular enlargement. 


Hemoglobin level was 75%, which represented a 
loss of about 8% from 1950 when her blood cell 
count showed 4 million red blood cells per cubic 
millimeter, 13,400 white blood cells, hemoglobin 
83%, polymorphonuclear cells 57%, lymphocytes 
43%. Roentgenograms showed precisely the same 
appearance as in the film of March, 1953. The radi- 
ologist’s diagnosis was again nodular infiltration due 
to tuberculosis. Scant sputum was still negative for 
tuberculosis or tumor cells. On March 13, 1954, her 
weight was 114 lb. (51.7 kg.), hemoglobin 70%, 
temperature 100.2 F (37.9 C). She felt weaker. 
Aside from slight dyspnea at times, no new symp- 
toms developed. Appetite was good; bowels moved 
regularly. Tonics and barbiturates were adminis- 
tered. On the morning of her death, April 28, 1954, 
she seemed as well as usual; she was waiting in bed 
for her breakfast when she suddenly became coma- 
tose and died within an hour. Autopsy permission 
was not granted, so the immediate cause of her 
death and the nature of the pulmonary lesion was 
not established. 

In follicular lymphoblastoma lymphoid tissue in- 
cluding the spleen is sensitive to radiotherapy, and 
more so than in any other form of lymphoma. This 
is particularly true in the benign phase, but less so 
in the later malignant phase, since there is a tend- 
ency to gradual decrease in sensitivity. About 4% 
of cases are resistant. X-ray treatment slows the 
progress of the disease and prolongs life. There is no 
reason to believe that splenectomy is helpful, or is 
indicated as a therapeutic measure. In our case, a 
large spleen was removed as a diagnostic procedure 
and to relieve mechanical intra-abdominal pressure. 
For recent reviews of follicular lymphoblastoma, 
the reader is referred to the papers of Rappaport 
and associates in Cancer (9:792-821 [July-Aug. ] 
1956) and Wetherley-Mein and associates in Quar- 
terly Journal of Medicine (21:327-351 [July] 1952). 


H. Ryerson Decker, M.D. 
730 The Park Bldg. 

355 Fifth Ave. 

Pittsburgh 22. 


Harowp G. Lirrie, M.D. 
2000 Eoff St. 
Wheeling, W. Va. 


1178 
\ 
V 
195 


Vol. 165, No. 9 


LAW DEPARTMENT 


MEDICOLEGAL ABSTRACTS 


Privileged Communications: Presence of Third Per- 
son as Waiver.—The defendant was charged with 
criminal negligence in operating an automobile with 
knowledge that he was subject to epileptic attacks. 
The trial court overruled a demurrer to the indict- 
ment and returned a conviction. An appeal was there- 
fore taken to the court of appeals of New York. 

The defendant, with full knowledge of his own 
history of prior epileptic attacks, was driving his 
car in Buffalo when he was seized by another at- 
tack. His car went out of control and killed or 
injured six people. 

Among the issues raised on appeal was whether 
or not the physician-patient privilege applied to 
the testimony of Dr. Wechter. It appeared from 
the evidence that after the accident the defendant 
was taken to the Meyer Memorial Hospital by 
the police. A guard was stationed at the door 
of the room in which the defendant was placed 
and the hospital was notified that defendant had 
been involved in an accident in which a num- 
ber of persons had been killed and that charges 
would be preferred against him later. On the 
evening of that day, Dr. Wechter, a resident phy- 
sician in the hospital and a member of its staff, 
went to his room and examined him. While the 
guard was standing in the doorway so that he 
could hear anything that was said and see any- 
thing that was done, the defendant related to 
the physician a complete account of his past 
medical history of epileptic seizures and_ prior 
treatments that he had received for that dis- 
ease. Further tests were performed, a diagnosis 
of Jacksonian epilepsy made and treatments ren- 
dered by various members of the staff. Dr. Wechter 
testified that he saw the defendant in his pro- 
fessional capacity but the prosecution argued that 
no physician-patient relationship was created be- 
cause the doctor saw him at the request of the 
police department, hence no_ privilege. 

The court of appeals was of the opinion that 
a physician-patient relationship was created. It 
then went on to say that the information given 
by the defendant was necessary for his treat- 
ment. Evidence of prior medical history of a 
disease for which defendant was treated cannot 
be said to be information unnecessary for treat- 
ment. The court of appeals also held that the 
presence of the guard, who was present at the 
order of the police department, did not destroy 
the privilege. The evidence of the doctor should 
therefore have been disallowed and the judg- 
ment of conviction was overruled and a new 
trial ordered. People v. Decina, 138 N. E. (2d) 
799 (N.Y., 1956). 


1179 


Privileged Communications: Right of Examining 
Physician to Answer Hypothetical Question.—This 
was an action for damages for personal injuries 
alleged to have been caused when the plaintiff and 
the defendant’s clerk bumped into each other in 
the aisle of the defendant's drugstore. From a judg- 
ment in favor of the defendant, the plaintiff ap- 
pealed to the Supreme Court of Minnesota. 

The plaintiff contended that as a result of bump- 
ing into the defendant he suffered a prolapsed inter- 
vertebral disk and other back injuries. During the 
trial he called two physicians who had treated him 
over a considerable period of time. Both testified 
at length concerning such treatment and expressed 
their opinion as to the causal connection between 
the alleged negligence of defendant and the plain- 
tiffs physical conditions which they found to exist. 
According to the testimony of one of these men, 
a specialist in industrial surgery, the plaintiff, dur- 
ing the time he was being treated by him, was 
referred to Dr. Jones, a specialist in orthopedic 
surgery. The plaintiff did not call Dr. Jones as 
a witness; the defendant called him as an expert 
witness, however. The plaintiff objected to any 
testimony by Dr. Jones on the ground that his 
testimony was privileged under the Minnesota law 
which provided: “A licensed physician or surgeon 
shall not, without the consent of the patient, be 
allowed to disclose any information or any opinion 
based thereon which he acquired in attending the 
patient in a professional capacity, and which was 
necessary to enable him to act in that capacity...” 

Dr. Jones was permitted to give his opinion, 
based on a hypothetical question, as to whether 
or not the plaintiffs condition was the result of 
the bodily contact between the plaintiff and the 
defendant's clerk. Prior to submitting the hypo- 
thetical question, Dr. Jones was admonished: “Now, 
doctor, without testifving to anything relating to 
vour examination of Mr. Maetzold in your office, 
and excluding all of that from vour mind, If will ask 
you some hypothetical questions: . . .” Thereafter 
followed the question based upon assumed facts 
taken from the testimony of the witnesses, The 
doctor's answer was: “In answer to a hypothetical 
question such as that, that concerns a bump on 
the side of the hip or thereabouts, and assuming 
that he didn’t have objective findings for some 
time afterward, including no loss of motion on the 
back or spasm, with that as the hypothetical story, 
it would seem to me that it was a rather trivial 
injury.” Thereafter Dr. Jones was questioned at 
length, both on direct examination and cross- 
examination, as to his opinion concerning the 
nature and causes of disk injuries of the type al- 
leged to have been sustained by the plaintiff. The 
plaintiff claimed that it was error to permit Dr. 
Jones to give his opinion based on such a hypo- 
thetical question. 


, 
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As far as we have been able to find, said the 
Supreme Court, the authorities are unanimous in 
holding that, under statutes similar to ours, an 
attending physician is not disqualified or precluded 
from giving expert medical testimony based on a 
hypothetical question which excludes all knowledge 
or information gained by the doctor in examining 
or treating the patient. The statute creating the 
physician-patient privilege is designed to prevent 
the doctor from disclosing information of confi- 
dential nature communicated to him by the patient 
or which he acquires in examining or treating the 
patient. In absence of a statutory disqualification, 
the doctor is not disqualified from testifying at all. 
As long as the doctor's opinion is based on facts 
contained in a hypothetical question which ex- 
cludes all information obtained in examining or 
treating the patient, it does not contravene the 
statutory prohibition. The knowledge the doctor 
acquired by attendance on the patient might, to 
some extent, have influenced his answer to the 
question, but that fact did not render such answer 
incompetent. It merely affected its weight. 

Other contentions of the plaintiff were also over- 
ruled and the judgment in favor the defendant was 
affirmed. Maetzold v. Walgreen Co., 83 N. W. (2) 
233 (Minnesota, 1957). 


Malpractice: Liability of College for Negligence of 
Senior Student in College-Owned Clinic.—This was 
an action for damages caused by the alleged negli- 
gence of a senior student at the Des Moines College 
of Osteopathy and Surgery while he was serving in 
a clinic maintained by the college. From a judg- 
ment in favor the plaintiff, the defendant college 
appealed to the Supreme Court of lowa. 

At the suggestion of a licensed practitioner of 
osteopathy who was a professor on the faculty of 
the defendant college, the plaintiff presented him- 
self at the clinic owned and operated by the de- 
fendant for a complete physical examination, x-rays, 
and a series of treatments for his back. He testified 
that he “was assigned to a student that was to take 
me around and give me my physical examination.” 
After the x-rays were completed, he was taken to 
another room for some heat treatment. About 20 
minutes later, the student entered the room and 
started some manipulative therapy. Concerning 
such treatment, the plaintiff testified: “.. . never 
know to this day, he seemed to take both hands 
and give me a punch on my back that hurt severely 
and I said at the time, ‘Don’t ever do that again: 
that hurt. You hurt me.’ “Well I'll fix that,” and as 
the student did it a second time plaintiff passed out 
from “terrific” pain. No one was there except the 
student, and he undertook to help the plaintiff to 
his feet, but the plaintiff passed out again and lay 
on the floor. When he “came to” the student was 
gone but returned shortly with two men who ap- 
peared to be interns or doctors from the hospital. 
One of these gave him “some kind of tablet,” later 
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identified as an aspirin tablet, to help reduce the 
pain. The plaintiff objected to being taken to the 
hospital and called a friend. He was carried to his 
car, taken home, and later removed by ambulance 
to the Veterans Hospital in Des Moines. Some two 
weeks later, when other treatments were ineffective, 
he was operated upon and found to have a rup- 
tured disk. Several doctors testified that, in their 
opinion, the manipulation at the Still Clinic prob- 
ably did precipitate the ruptured disk, and the 
neurosurgeon who performed the operation was 
of the opinion that any manipulation could have 
precipitated the ruptured disk, depending upon 
how much pressure was exercised and the pre- 
existing condition of the disk prior to that time. 

The defendant college contended that, while 
there may be some competent evidence as to the 
negligence of the student, his acts at the time were 
of a professional character and for that the cor- 
poration could not be held liable. It argued that 
negligence is a failure to perform a legal duty, 
and, under the theory upon which this case was 
submitted to the jury, the corporation must be 
shown to owe a legal duty to provide plaintiff, 
through the student, professional care and treatment 
ordinarily provided by practitioners of osteopathy 
in and about Des Moines at that time. 

It is true, said the Supreme Court, that the plain- 
tiff did allege and the trial court did submit the 
issue as to defendant's guilt of negligence in the 
professional care and treatment of the plaintiff, in 
that it did not use the ordinary care and treatment 
of the plaintiffs ailment that was usually and ordi- 
narily used and employed by practitioners of osteo- 
pathy of the same school. There is little doubt, 
continued the court, but what students and interns 
not vet licensed to practice osteopathy perform 
certain administrative or semiprofessional tasks 
assigned them by the clinic authorities. In doing 
so they are servants or employees of the corpora- 
tion. The court pointed out that the real issue. 
therefore, was whether, while performing the al- 
leged professional task of administering to the 
plaintiff a so-called treatment, the student could 
be found by the jury to be an agent or employee 
such as to incur liability on the defendant corpo- 
ration. 

The Supreme Court conceded that the relation- 
ship of patient and doctor, even when the patient 
is confined in a hospital, is usually referred to as 
that of an independent contractor, and under the 
general rule such services may not be legally fur- 
nished by a third party not licensed. Clearly, how- 
ever, the court continued, there is no such relation- 
ship between the students in a college-operated 
clinic and the clinic patients as is usually found 
in a doctor-patient situation. These students and 
interns are not independent contractors in any 
sense of the word. They are servants of the college 
or clinic, and the patient who enters such a college 
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or hospital clinic for professional services looks 
not to the student but to the corporation or insti- 
tution to provide that degree of care usually exer- 
cised by personnel of ordinary skill, ability, and 
prudence engaged in that school of healing. 

Although unlicensed, one who acts as a prac- 
titioner of a profession through students, interns, 
or other servants under legal sanctions to do so, 
assumes duties which if not performed, or not 
performed properly, may constitute actionable neg- 
ligence. The operators of the school and clinic are 
required to and do place over the students super- 
visors and instructors who are expected to give 
reasonable supervision and guidance to the students 
undertaking to perform the acts otherwise known 
as professional services for any patient who submits 
himself to the school for clinical practice. In fact, 
the instructor in charge of the student involved in 
this case had specifically warned against the use 
of “corrective force” in treating the plaintiff until 
a myelogram had been completed. The jury could 
have found that there was a failure to exercise 
due care in completing the diagnosis prior to the 
treatment. 

The Supreme Court of lowa therefore concluded 
that the defendant college was responsible for the 
negligence of its senior students working in the 
college-operated clinic and the judgment for the 
plaintiff was affirmed. Christensen v. Des Moines 
College of Osteopathy and Surgery, 82 N. W. (2d) 
741 (lowa) 1957. 


Libel and Slander: Charges Made to Medical Soci- 
ety Grievance Committee.—This was an action for 
damages for libel against a former patient of the 
plaintiff physician. The action was heard by the 
Supreme Court, trial term, Kings County, New York. 

The defendant went to the plaintiff surgeon for 
cosmetic surgery for a scar on her shoulder. She 
was dissatisfied with the results obtained and wrote 
a letter to the New York County Medical Society, 
reading, in part, as follows: 


It was guaranteed to me by the physician, who is the sub- 
ject of this correspondence, that the scar which is on my 
left shoulder would disappear, except for a thin and barely 
visible line, after the performance of the operation. Further, 
that this healing process would take only about four months. 
Since the date of the operation, no change whatsoever has 
taken place, nor has the length or ugliness of the scar in 
any Way diminished. 

The consultation which took place on Saturday between 
Dr and myself, was both dis- 
heartening and, [ believe, unethical. Dr 
readily admitted to the operation’s failure, indicating that 
the scar would not disappear and that he did not perform 
a proper operation. When asked by me what he proposed 
doing to rectify this situation, he suggested another opera- 
tion at additional cost. 


The letter ended with a request for “assistance and 
guidance.” 

The plaintiff denied making a guarantee that the 
scar would be removed. He contended that no scar 
can be completely eliminated, and, if incised, it 
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must of necessity be substituted by another. He 
argued that a guarantee of removal and reduction 
of the scar to that of a thin and barely visible line, 
knowing that such a result is highly improbable 
or impossible, would be reprehensible, deceitful, 
and unethical and that to falsely accuse a surgeon 
of making such a definite guarantee of recovery is 
to impugn his integrity and professional standing as 
a surgeon, amounting to libel per se. 

The grievance committee of the medical society 
said that “The promise of radical cures or boasting 
of cures of extraordinary skill or success is unethi- 
cal,” but rejected the defendant's complaint on the 
basis of the plaintiff's assurance that no guarantee 
or promise of outcome was made by him. 

The court pointed out that it was the defendant's 
qualified privilege to communicate with the society. 
Having been invited to do so, it was in her own 
interest to tell of her grievance and to tell it to a 
body having a common interest and expressly set 
up to receive and to deal with it. Assuming the 
defendant's allegations to be correct, she expressed 
them in a courteous, fair, and reasonable fashion. 
Being a truthful statement by an interested patient, 
privileged to make it to those mutually interested 
and authorized to receive and deal with it, malice 
may not be implied. The plaintiffs charge of defa- 
mation, which he attributes to the letter to the 
society relative to an alleged guarantee of the 
length of time for healing and an admission of 
failure, is, said the court, without merit. Further- 
more, the court added, even if these charges be un- 
truthful, they are not in essence statements of a 
defamatory nature, since erroneous speculation as 
to time for healing and an occasional failure of an 
operation does not affect the professional standing 
or the ethics of a surgeon. Accordingly, the plain- 
tiffs complaint was dismissed. Kantrowitz v. Can- 


delario, 163 N. Y. S. (2) 297 (New York, 1957). 


Medical Practice Acts: Naturopathy as the Practice 
of Medicine.—This was the prosecution of a naturo- 
path for engaging in the unlicensed practice of 
medicine. From a judgment of conviction, the de- 
fendant appealed to the Court of Appeals of Mary- 
land. 

It was stipulated that the defendant, a naturo- 
path, did not have a license to practice medicine 
in Maryland and that he had never registered a 
medical license with the clerk of the circuit court 
for Baltimore County, where he lives, or with the 
clerk of the circuit court of Baltimore City, where 
his office has been. The testimony showed that on 
six occasions a policewoman, under a_ fictitious 
name, visited the defendant's office and that the 
defendant used the title of doctor and attempted 
to diagnose and treat her for ailments, some of 
which she had suggested to him and others of which 
he said he had discovered. In making his diagnosis, 
he used what was said to be an electronic machine 
that would disclose the condition ot her muscles, 
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tissues, and nerves and indicate whether her body 
was deficient in certain necessary vitamins and 
minerals. The “patient” was told that she had a 
nutritional anemia deficiency, as well as an en- 
larged spleen. On two occasions she received an 
electric diathermy treatment for the spleen con- 
dition. The defendant prescribed and sold her 
vitamins and took a urine specimen for the purpose 
of analysis. While one of the treatments was going 
on, a police officer entered the office and made the 
arrest. The defendant freely admitted that he held 
himself out as a natural healer, and that he had 
practiced naturopathy in Baltimore continuously 
since 1938, and that he was practicing at the office 
where he was arrested. 

The defendant argued that the practice of natur- 
opathy is not the practice of medicine. The Maryland 
Medical Practice Act defines a practitioner of medi- 
cine as any person “. . . Who shall append to his 
or her name the words or letters “Dr., “Doctor, 
‘M.D., or any other title . . . with the intent thereby 
to imply that he or she is engaged in the art or 
science of healing, or in the practice of medicine .. . 
or who shall operate on, profess to heal, prescribe 
for, or otherwise treat anv physical or mental ail- 
ment or supposed mental ailment of another. . . .” 
In a prior decision, the Court of Appeals concluded 
that the legislature intended that the practice of 
medicine was to include any practice of the art of 
healing disease and preserving the health other 
than those special branches of the art that were 
expressly excepted. It was noted that the legislature 
prescribed special regulation for the practice of 
osteopathy, chiropody, and chiropractic, but that 
it has made no such provisions for the licensing of 
naturopaths, despite the fact that bills frequently 
have been introduced in the legislature to permit 
and regulate the practice of naturopathy. The fact 
that no such legislation has been passed, said the 
court, indicates that the legislature has not intended 
thus far to permit naturopaths to practice without 
a license. The legislature has been careful to prevent 
medical treatment without the protection afforded 
by some official regulatory board. The court then 
concluded that in view of the breadth of the lan- 
guage employed by the legislature to define the 
practice of medicine and its failure to exempt natu- 
ropaths from the definition, it was compelled to hold 
that the Medical Practice Act prohibits a person 
desiring to engage in the healing art by the practice 
of naturopathy from doing so without a license from 
the State Board of Medical Examiners. 

Since there was evidence that the defendant 
used the word “doctor” in such a way as to imply 
that he was engaged in the art or science of healing, 
as well as evidence that he diagnosed supposed 
ailments of the policewoman and prescribed treat- 
ment for those ailments, concluded the Court of 
Appeals, it is clear that the case properly went to 
the jury. Furthermore, the defendant would seem 
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to have removed any doubt on the question, for, 
when asked “Do you treat physical ailments of 
vour patients?” he replied: “Yes sir, I do.” 

Other contentions of the defendant were also 
overruled and the judgment of conviction was af- 
firmed. Hitchcock v. State of Maryland, 131 A (2) 
714 (Maryland, 1957). 
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NEW FILMS ADDED TO A. M. A. MOTION 
PICTURE LIBRARY 


Even for One: 16 mm., black and white, sound, showing 
time 28 minutes. Produced in 1957 by Dynamic Films, New 
York, for the American Medical Association. Procurable on 
loan (no service charge) from Motion Picture Library, Amer- 
ican Medical Association, 535 N. Dearborn St., Chicago 10. 


This film, designed to show the “human side” of 
medicine, is the third in a series of films produced 
for use by state and local medical societies. The 
story revolves around a general practitioner in a 
middle-sized town. A crisis develops when a child 
is treated for typhoid while other patients with 
similar symptoms are treated for food poisoning. 
One mother tries to stir up the entire community 
when the doctor refuses to hospitalize her son as 
having typhoid. The doctor convinces this mother 
and others in the community that he did the right 
thing and tells of the importance of the “art” of 
medicine by saying: “. .. when you call me to your 
side, you are buying what it has taken me all my 
life and training to learn... . You are buying my 
skill, my art, perhaps ... but most of all my judg- 
ment. ...” This film is recommended for showing 
to lay groups such as service clubs and parent- 
teacher associations and is also available for use 
on television. 


Training the Medical Student: 16 mim., black and white, 
sound, showing time 29 minutes. Produced in 1957 for the 
Ciba Medical Horizons television series, Procurable on loan 
(service charge $1) from Motion Picture Library, American 
Medical Association, 535 N. Dearborn St., Chicago 10. 


This is a technically good kinescope of the televi- 
sion program in the Medical Horizons series. After 
an introduction by Don Goddard, narrator, the lite 
of a student is presented in briet, dramatic se- 
quences, through the four years of medical educa- 
tion at the University of Pennsylvania School of 
Medicine. This interesting, well-planned, and well- 
executed film uses the University of Pennsylvania 
faculty and facilities. It should be a valuable ad- 
junct to explaining the undergraduate phase of 
modern medical education to high school and col- 
lege students as well as to other groups of laymen. 
When so used, as with any film, it should be fol- 
lowed by discussion and a question-and-answer 
period led by a physician. 
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INTERNAL MEDICINE 


Shoulder-Hand Syndrome Following Myocardial 
Infarction with Special Reference to Prognosis. 
J. Edeiken. Circulation 16:14-19 (July) 1957 [New 
York]. 


Steinbrocker observed 3 stages in the evolution 
of the shoulder-hand syndrome: 1. The first stage 
lasts from 3 to 6 months. The patient experiences 
pain, tenderness, and limitation of motion at the 
shoulder girdle followed by swelling, pain, stiff- 
ness, and discoloration of the hands and fingers. 
2. The second lasts from 3 to 6 months. The shoul- 
der pain and the hand swelling and discoloration 
gradually disappear, with stiffness and flexion de- 
formity of the fingers becoming more prominent 
and manifestations similar to Dupuytren’s contrac- 
ture appearing. 3. The third lasts for months or 
becomes irreversible and is characterized by pro- 
gressive atrophic changes in the hands, severe 
atrophy of the interosseus muscles, and limitation in 
motion at the metacarpophalangeal and interpha- 
langeal joints. In the present group of 42 patients 
who developed symptoms of shoulder-hand syn- 
drome after myocardial infarction there were 32 
men and 10 women ranging in age from 38 to 73 
vears. These patients received no therapy other 
than local heat, analgesics, and a regimen of active 
use of the affected extremity. The time of onset 
varied from 2 weeks to 14 months after the myo- 
cardial infarction. The majority of patients ob- 
tained complete relief of symptoms within § months, 
some 12 others obtaining complete relief within 24 
months and 1 patient with a “trigger” area not ob- 
taining relief even after 3 years. Only 5 of the 42 
patients ever reached the third stage described by 
Steinbrocker. No relationship was found to exist 
between the transmission of the cardiac pain to the 
shoulder during the acute attack and the develop- 
ment or location of pain of the shoulder-hand syn- 
drome, which occurs in 10 to 15% of the cases of 
myocardial infarction but does not appear to follow 
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recurrent coronary disease in any set pattern. The 
severity of the shoulder-hand syndrome was found 
to be in no way related to the severity, extent, or 
location of the myocardial injury. The cause of the 
shoulder-hand syndrome following myocardial in- 
farction is not definitely known. The suggestion 
that sympathetic fibers are accidentally included 
in the scar tissue better explains why such a small 
percentage of people develop the syndrome after 
coronary occlusion, why it may take weeks or 
months to develop, and why in some individuals it 
may occur after one attack but not after another. 
Others have suggested that the syndrome may de- 
velop merely as a result of relative disuse of the 
shoulder and abnormal tension of the muscles of 
the shoulder girdle. Only 2 of the 42 patients failed 
to recover, prognosis generally considered as being 
poor only in those patients with a “trigger” zone, 
the sensitivity of which may or may not be at- 
tenuated by local procaine or hydrocortisone injec- 
tions. Patients with coronary occlusion who were 
instructed to move their arms and shoulders while 
confined to bed and rest their head on their hands 
for 15 to 20 minutes 3 or 4 times daily exhibited the 
severe types of shoulder-hand syndrome less fre- 
quently and the “claw-hand” not at all. 


Anomalous Connection of Right Pulmonary Veins 
to Superior Vena Cava with Interatrial Communi- 
cations: Hemodynamic Data in Eight Cases. H. J. C. 
Swan, J. W. Kirklin, L. M. Becu and E. H. Wood. 
Circulation 16:54-66 (July) 1957 [New York]. 


An anomalous connection of some or all of the 
veins of the right lung with the superior vena cava, 
or with the caudal portion of this vessel and the 
cephalad portion of the right atrium, and an inter- 
atrial communication located cephalad to the fossa 
ovalis near the site of the anomalous connections 
is considered to be a somewhat rare variant (10% 
of the cases of atrial septal defect) of interatrial 
connections. Three anatomic features characterize 
the anomaly: (1) the defect is above the fossa ovalis 
and separate from it; (2) no margin of tissue is 
present superficially between the defect and the 
superior vena cava and an incomplete one is seen 
posteriorly; and (3) there is an associated anomalous 
connection of the right superior and occasionally 
the inferior pulmonary veins. This report embraces 
8 patients considered to have had anomalous con- 
nection of some or all of the right pulmonary veins 
to the caudal portion of the superior vena cava 
with an associated “high” interatrial communication. 
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Cardiotomy confirmed the diagnosis made at car- 
diac catheterization. Successtul correction of the 
anomalies was accomplished in 5 of 6 patients. 
Pulmonary hypertension associated with a great 
increase in pulmonary vascular resistance and pre- 
dominate right-to-left. shunt contraindicated sur- 
gery in the remaining 2 patients. 

The basic hemodynamic pattern and symptoma- 
tology is similar to that in the “usual” type atrial 
septal defect, no clinical feature having been recog- 
nized that might serve to further differentiate this 
condition. Differentiation was accomplished by (1) 
the roentgenographic position of the catheter in 
the right pulmonary vein, the point at which the 
‘atheter passed into the lung field being above the 
bulge of the atrium, (2) demonstration of an ab- 
normally high or equally great oxygen saturation 
of the blood in the superior vena cava at the junc- 
tion of the right atrium, (3) the presence of a small 
right-to-left shunt from the superior vena cava and 
the absence of such a shunt from the inferior vena 
cava, and (4) the demonstration of similar drainage 
of blood from the right superior pulmonary vein 
and superior vena cava by the similarity of indi- 
cator-dilution curves. 


Tricuspid Stenosis. |. F. Pantridge and R. J. Mar- 
shall. Lancet 1:1319-1322 (June 29) 1957 [London]. 


Tricuspid stenosis is not infrequently found at 
autopsy in rheumatic heart disease. It is almost al- 
ways associated with mitral stenosis and often also 
with aortic valve lesions. The presence of mitral 
stenosis tends to mask some of the signs and symp- 
toms of the tricuspid valve lesions, and the diag- 
nosis may thus be overlooked. Since 1953, reports 
of tricuspid valvotomy have been published, and 
in suitably selected patients the operation is help- 
ful. Tight tricuspid stenosis is extremely disabling. 
Of 400 patients selected for mitral valvotomy in the 
Roval Victoria Hospital, Belfast, 2 have also had 
tricuspid valvotomy; a third patient has a mod- 
erately severe tricuspid stenosis, but operation jis 
not yet indicated. The authors present these 3 pa- 
tients and discuss the clinical, hemodynamic, and 
surgical aspects of the condition. 

When tricuspid stenosis is suspected on clinical 
examination, confirmatory evidence may be ob- 
tained from fluoroscopy, electrocardiography, and 
cardiac catheterization. Fluoroscopy reveals en- 
largement of the right atrium. Enlargement of the 
left atrium and of the right ventricle is due to the 
associated mitral lesion, and when the tricuspid 
stenosis is extreme, as in the first of the 3 reported 
patients, these changes may be disproportionately 
slight for the degree of mitral obstruction present. 
The history of this patient indicates that mitral 
obstruction should always be sought and dealt with 
betore tricuspid valvotomy. When this is done, the 
chances of pulmonary congestion and edema due 
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to loss of the “protective” effect of the tricuspid 
stenosis will be avoided. An unusual hypotensive 
state followed the combined mitral and _ tricuspid 
valvotomy. The cause of this hypotension remains 
obscure. 


Penicillin-Resistant Staphylococcal Pericarditis. 
E. A. Nieman. Lancet 1:1330-1332 (June 29) 1957 
{London}. 


Since antibiotics were introduced, most acute 
micrococcic (staphylococcic) infections have been 
cured; but septic pericarditis is still a serious com- 
plication, particularly if the organism is penicillin- 
resistant. The author reports a 49-year-old man 
with a fulminating micrococcic septicemia. Blood 
culture, sputum culture, and culture of pus from 2 
subcutaneous abscesses gave a pure growth of a 
coagulase-positive Micrococcus aureus, resistant 
to penicillin but sensitive to erythromycin and oxy- 
tetracycline (Terramycin). Treatment with penicil- 
lin and streptomycin was therefore discontinued. 
Pericarditis developed, but the patient recovered 
with oral administration of erythromycin, peri- 
cardial aspiration, and intrapericardial administra- 
tion of chlortetracycline (Aureomycin). Pericardial 
aspiration was performed 9 times in the course of 
4 weeks, and micrococci were grown on each oc- 
casion except the last. A subsequent episode was 
attributed to temporary constrictive pericarditis 
after healing. That constriction has not recurred 
means that this case cannot be classed as one of 
constrictive pericarditis, but further constriction 
may develop. The relationship between septic peri- 
carditis and constrictive pericarditis is still un- 
certain. 


The Cardiorespiratory Syndrome of Obesity. G. A. 
Lillington, M. W. Anderson and R. O. Branden- 
burg. Dis. Chest 32:1-20 (July) 1957 [Chicago]. 


The authors report on 8 obese patients, 7 men 
between the ages of 40 and 66 years and | 28-year- 
old woman who were admitted to the Mayo Clinic. 
In 4 of these obesity and secondary polycythemia 
were present without evidence of intrinsic pul- 
monary or cardiac disease. In 3 patients with pri- 
mary pulmonary disease, obesity was thought to 
have played a significant role in the development 
of hypoxemia and secondary polycythemia. One 
patient did not have polycythemia, but tests of 
pulmonary function suggested that he manifested 
the early stages of ventilatory impairment of 
obesity. 

Marked obesity may be associated with alveolar 
hypoventilation, arterial hypoxemia, hypercapnia, 
and secondary polycythemia in the absence of pri- 
mary pulmonary or cardiac disease. Pulmonary 
hypertension and failure of the right side of the 
heart may develop secondarily. Appropriate loss of 
weight is accompanied by reversal of these compli- 
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cations. In patients with primary pulmonary or 
cardiac disease, obesity aggravates the dysfunction 
and loss of weight may produce considerable clin- 
ical improvement. The mechanical effect of obesity 
in increasing the work of breathing is the primary 
factor in the genesis of the alveolar hypoventilation, 
which appears to be the significant abnormality in 
patients with a clinical syndrome characterized by 
extreme obesity, cyanosis, breathing irregularities, 
congestive heart failure, and a tendency toward 
excessive lethargy and somnolence. 


The Nature of the Pigmentary Disturbance in Ad- 
dison’s Disease. B. Hudson and G. A. Bentley. Aus- 
tralasian Ann. Med. 6:98-104 (May) 1957 [Sydney, 
Australia]. 


Experiments are described which show that the 
pigmentary disorder in Addison’s disease results 
from an excessive production of pituitary melano- 
cyte-stimulating hormone. The hormones were as- 
sayed by the use of intact toads when concentration 
was high (for example, pituitary extracts) and of 
isolated toad skin for low concentrations (for ex- 
ample, blood). A method for isolation of the hor- 
mone from blood is outlined. With these methods 
it has been shown that in persons with Addison's 
disease an excessive amount of melanocyte-stimu- 
lating hormone is present in the blood and that this 
decreases after treatment with cortisone or its 
derivatives. It has also been shown that the blood 
melanocyte-stimulating hormone concentration is 
lowered in patients with destructive lesions of the 
pituitary. The significance of these findings in rela- 
tion to disorders of melanin pigmentation is dis- 
cussed, 


Prophylaxis of Rheumatic Fever: Review. V. Faber. 
Ugesk. lager 119:829-835 (June 27) 1957 (In Danish) 
[Copenhagen]. 


Early effective penicillin treatment of all acute 
streptococcic infections decreases or removes the 
danger of the development of rheumatic fever. All 
suspicious infections should be treated as early as 
possible and for a sufficiently long time. In case of 
hypersensitivity to penicillin other antibiotics can 
be used, as, for example, 250 mg. of Aureomycin 
4 times daily for 10 days. Sulfonamides are ineffec- 
tive. By continuous prophylactic treatment with 
oral administration of sulfadiazine or of penicillin 
or intramuscular injection of Benzathine penicillin 
G the nose-throat cavity can be kept free from 
hemolytic streptococci. The primary attack of rheu- 
matic fever can be prevented from developing only 
by penicillin treatment of the acute streptococcic 
infection. Prophylaxis is recommended for all chil- 
dren who have had rheumatic fever, to be con- 
tinued through childhood, and should be applied 
for at least 3 years after an attack in an adult. For 
persons who have had rheumatic fever prophylaxis 
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is recommended (1) when they have colds, (2) if 
there are streptococcic infections in the home, (3) 
if the patient is to have a tonsillectomy or a dental 
extraction, and (4) if the patient is likely to be ex- 
posed to streptococcic infections, as in military 
camps. The patient must understand the impor- 
tance of keeping up the treatment. The author 
prefers first to try to get along with sulfadiazine, 
in order to have penicillin in reserve for possible 
streptococcic infection, for infection with sulfona- 
mide-resistant bacteria, and for other superinfec- 
tions. If penicillin is chosen as the prophylactic 
agent, intramuscular administration seems to be 
more reliable than oral administration. Although 
resistant bacteria are a risk to be borne in mind, 
this together with other disadvantages must be 
weighed against the advantage of prophylactic 
treatment. 


Hodgkin's Disease (Lymphog lomatosis): Symp- 
tomatology and Results of Treatment in 200 Cases. 
L. Heilmeyer, G. Méssner and W. Hunstein. 
Deutsche med. Wehnschr. 82:1046-1050 (June 28) 


1957 (In German) [Stuttgart, Germany]. 


The histories of 200 patients with Hodgkin’s dis- 
ease were analyzed. Complete records were avail- 
able in 180 of these patients, 126 of whom had 
died. The greater incidence of the disease in the 
age group between 20 and 30 years could be cor- 
roborated. There was a slight excess of male over 
female patients. The survival varied between 6 
weeks and 17 years. There was no evidence of a 
familial predisposition nor of a connection with 
tuberculosis, tumors, hematologic or metabolic dis- 
eases, or disorders of the lymph nodes. Swelling of 
the lymph nodes was the most important symptom, 
being the first in about 75% of the patients, and in 
some it remained the only symptom. The cervical 
lymph nodes were most frequently involved. Other 
symptoms such as weakness, loss of appetite and 
weight, fever, itching, dyspnea, cough, and pain in 
various regions occurred with varying frequency. 
The results of laboratory tests varied greatly, ex- 
cept for the increase in the copper and the decrease 
in the iron contents of the serum. To verify the 
diagnosis puncture of the lymph nodes was per- 
formed in 67 patients; in 49 of these the results 
corroborated the presence of Hodgkin's disease, in 
2 others this diagnosis was made probable, and in 
15 this test was of no value. The results of explora- 
tory excision of the lymph nodes were somewhat 
more reliable, in that they corroborated the diag- 
nosis in 107 of 118 patients. 

The evaluation of treatment proved difficult, be- 
cause for such an evaluation a fairly uniform pa- 
tient material should be available, which was not 
the case. The disease is so protean in its manifesta- 
tions and shows such variability in its course that 
200 cases are an inadequate number to arrive at 
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statistically reliable results. The results obtained 
corroborated to a great extent those reported in the 
literature. An average survival of 46 months was 
obtained, 51.9 months in women and 43.7 months 
in men. In 41 patients with localized lesions treated 
only with roentgen therapy, the average survival 
was 53.2 months, 39.7 in the men and 64.6 in the 
women, again showing that the prognosis for sur- 
vival is somewhat better in women. In 97 patients 
with generalized Iymphogranulomatosis, chemo- 
therapy, in the form of the nitrogen mustard, 
dichlordiethylsulfide, was combined with roentgen 
therapy. This combination therapy achieved about 
the same length of survival in the generalized, 
more severe forms of Hodglin’s disease as did the 
exclusive roentgen therapy in the milder localized 
lesions. The effect of dichlordiethylsulfide alone 
could not be evaluated; it was used in only 16 
patients. 

Survival has been increased by an average of 
about 30 months since the introduction of the com- 
bined treatment, although chemotherapy alone 
seems to achieve the shortest survival. It was ob- 
served also that with successive remissions, the in- 
dividual period of remission becomes shorter. Con- 
trary to the widely held belief that earlier onset 
of treatment achieves longer survival, the authors 
found that the time of onset of treatment had no 
effect on the course of the disease, probably be- 
cause with lesser severity more time elapses until 
treatment is begun, whereas in the severer forms 
the earlier manifestation of symptoms leads to 
earlier treatment. While this may lead to less con- 
fidence in therapeutic efforts, it should not lead to 
complete resignation. The combination of chemo- 
therapy with irradiation was most effective as re- 
gards not only the prolongation of life but also the 
restoration of the working capacity between the 
recurrences. No treatment will change an initially 
malignant process into a benign one, and the fact 
that each case of Hodgkin’s disease takes its own 
individual course cannot be changed. 


The Painful Shoulder Syndrome: Study of 2 Atypi- 
cal Cases. S. Brusadelli, U. Comandini and A. Mus- 
safia. Boll. Soc. ital. cardiol. 1:158-164 (No. 3-4) 
1956 (In Italian) [Rome]. 


The authors report on 2 patients with atypical 
painful shoulder syndrome. The first patient, a 
32-year-old man, experienced pain in the left shoul- 
der followed by fever the next day. The pain was 
present in the left shoulder only and did not radiate. 
The pain became very sharp when the patient 
moved the shoulder. His blood pressure was 110/70 
mm. Hg. Roentgenologic examination revealed an 
infarct in the posterior wall of the left ventricle; 
no significant alterations were observed in the 
shoulder. Blood sugar and _ cholesterol levels 
were normal; the erythrocyte sedimentation rate 
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was increased slightly. The patient was exam- 
ined a month later. The shoulder was less 
painful, the erythrocyte sedimentation rate had be- 
come normal, and the blood pressure had risen to 
140/85 mm. Hg. The second patient, a 42-year-old 
man, had pain in the left shoulder a year before re- 
porting for observation. Roentgenologic examina- 
tion of the shoulder revealed extensive osteoporosis 
in the upper end of the humerus and calcification in 
the supraspinous tendon. Electrocardiograms gave 
negative results. Physical therapy and_ cortisone 
had a good effect on the syndrome. One year later, 
the patient experienced a sharp pain in the shoul- 
der radiating into the anterior part of the thorax, 
fever, and a drop in the blood pressure. Electro- 
cardiographic examination revealed a recent in- 
farct in the posterior wall of the myocardium. The 
erythrocyte sedimentation rate was slightly high, 
and cholesteremia and glycemia were normal. Re- 
gression of the alterations was observed 2 months 
later. 


Thrombophlebitis Migrans. A. A. Lefemine and 
R. Warren. Angiology 8:266-271 (June) 1957 [Balti- 


more]. 


Thrombophlebitis migrans is a recurring migra- 
tory phlebitis that usually affects segments of super- 
ficial peripheral veins, although it may involve 
major and visceral veins. It may involve multiple 
sites simultaneously or at intervals of time. It tends 
to subside spontaneously in weeks to months. It 
assumes Clinical importance because of its associa- 
tion with thromboangiitis obliterans, because of 
fatalities associated with visceral involvement, and 
because of recurrent periods of disability. The pres- 
ent study was undertaken to clarify the relation- 
ship of thrombophlebitis migrans to thromboangi- 
itis obliterans and specifically to establish a prog- 
nosis for patients appearing with superficial throm- 
bophlebitis migrans without evidence of arterial 
disease. All patients with phlebitis migrans seen at 
the vascular clinic of the West Roxbury Veterans 
Administration Hospital and the Boston Veterans 
Administration Hospital between April, 1945, and 
December, 1952, were reviewed. 

Eighteen patients with phlebitis migrans were 
observed. Eleven of those with phlebitis migrans 
had signs of arterial occlusive disease clinically 
consistent with thromboangiitis obliterans. The re- 
maining 7 patients had no arterial involvement at 
the time of the initial examination, and studies on 
these 7 patients are discussed. During the follow-up 
period of from 3 to 11 years arterial disease de- 
veloped in none of the patients, although the vein 
biopsies in 2 revealed microscopic changes charac- 
teristic of thromboangiitis obliterans. Despite the 
continuation of activity of the disease in 4 of the 
patients, little disability was suffered from the con- 
dition, and involvement of the deep veins devel- 
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oped in only one. Smoking did not produce any 
deleterious effect in the 4 who continued to smoke, 
although episodes of phlebitis migrans stopped 
with cessation of smoking in 2. 


Importance of Antistreptolysin Values in the Diag- 
nosis of Rheumatic Disease. L.. Bertoni and N. Caz- 
zarolli. Policlinico (sez. prat.) 64:512-516 (April 8) 
1957 (In Italian) [Rome]. 


Rheumatic fever has not only somatic but also 
visceral manifestations. The latter include pul- 
monary, pleural, mediastinal, renal, pancreatic, 
endocrine, nervous, ocular, and cutaneous disease. 
Recent researches have concerned themselves in 
part with the alterations of the collagen tissues, in 
part with variations in the immunoallergic mecha- 
nisms. In connection with the latter problem the 
authors have carried out determinations of anti- 
streptolysin titer in 122 patients, of whom 22 had 
acute articular rheumatism, 8 had rheumatoid 
arthritis, 9 had sequelae of mitral endocarditis, and 
9 had glomerulonephritis. The highest titers (2,500, 
in 5 instances) were seen in the cases of acute 
articular rheumatism. Titers as high as 1,250 were 
obtained in 2 out of 5 patients with chorea minor, 
1 of 2 patients with erythema nodosum, | of 2 pa- 
tients with follicular tonsillitis, and 4 of the 9 
patients with glomerulonephritis. 

The authors conclude that the finding of a high 
streptolysin titer helps in the diagnosis of rheu- 
matic fever and constitutes an indication for defi- 
nite antifocal treatment. A low titer, however, 
‘annot be interpreted as excluding rheumatic fever, 
since low titers occur during subacute and chronic 
periods in the course of the disease. Its peculiar 
value lies in the fact that, being an expression of 
the patient's immunoallergic status, it is not always 
influenced by hormone therapy in the same way 
as other laboratory tests, and thus gives independent 
information of prognostic value. 


Thromboangiitis Obliterans in a Female. H. Gaylis. 
Angiology 8:259-265 (June) 1957 [Baltimore]. 


Thromboangiitis obliterans, a segmental inflam- 
matory obliterative disease of arteries and_ veins, 
generally confined to the extremities, occurs almost 
exclusively in young or middle-aged males. The 
author presents the history of a 40-year-old woman 
who complained of pain, coldness, and swelling of 
the toes of both feet of 2 vears’ duration and 
cramps in the calves on walking a distance of LOO 
vd. At about the same time she experienced epi- 
sodic attacks of coldness and blueness of the fingers 
of the right hand affecting principally the ring and 
little fingers. These attacks lasted from one to 
several hours and were precipitated by fatigue and 
cold. Later the fingers of the left hand became 
affected but to a lesser degree. The symptoms in 
the hands improved after several months. There 
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was no history of superficial phlebitis. Both feet 
were cold and moderately edematous. Pallor was 
noted on elevation and rubor on dependency. The 
upper extremities revealed no trophic skin changes, 
but the left radial artery at the wrist was not pal- 
pable. Thromboangiitis obliterans was considered 
as a possible cause of the obliterative arterial lesions 
in the extremities and was demonstrated by right 
and left femoral and right brachial arteriography. 

bilateral lumbar sympathectomy per- 
formed, and at the same time a segment of the 
right dorsalis pedis artery and vein was excised for 
histological section. The sympathectomy resulted 
in a subjective and objective increase in skin tem- 
perature, and pain in the toes was partially re- 
lieved. The histological report on the excised dor- 
salis pedis artery stated that the vessel was plugged 
by an old organized recanalized thrombus without 
any evidence of primary vascular disease. Throm- 
boangiitis obliterans is extremely rare in women. 
From a study of 10 large reviews on the disease 
involving almost 4,500 cases, the incidence in fe- 
males is approximately 1%. The number of recorded 
and proved cases is probably less than 10. 


SURGERY 


The Use of Coronary Perfusion and Carbon Dioxide 
Regulation in Intracardiac Operations Performed 
Under Hypothermia. F. C. Spencer, J. R. Jude and 
H. T. Bahnson. Surgery 42:76-90 (July) 1957 [St. 


Louis]. 


Intracardiac operations performed during circu- 
latory occlusion with the patient under general 
body hypothermia are subject to 2 major limita- 
tions. These are, first, the short period of time 
that the heart can withstand circulatory interrup- 
tion, which can be prolonged only by perfusion of 
the coronary arteries with oxygenated blood, and, 
second, the susceptibility of the heart to ventricu- 
lar fibrillation, which can be reduced by limiting 
the degree of hypothermia to 28 C, perfusion of the 
myocardium to avoid anoxia, and regulation of the 
ventilatory rate so that the alveolar carbon dioxide 
level is at near normal levels. Twenty-nine operations 
with the aid of moderate general body hypothermia 
in association with coronary perfusion and alveolar 
carbon dioxide regulation were performed: 12 for 
atrial septal defect, 8 for pulmonic valvular stenosis. 
2 for infundibular stenosis, 5 for aortic stenosis, and 2 
for total anomalous drainage of the puimonary veins. 
The duration of caval occlusion varied trom 2 to 12 
minutes, the temperature range varying during 
this interval from 28 to 33 C. There were 7 deaths 
(24%), including 3 patients with calcific aortic 
stenosis, 1 with subaortic stenosis in association 
with right ventricular infundibular stenosis, 1 with 
atrial septal defect, 1 with pulmonic stenosis with 
atrial septal defect, and 1 with anomalous drainage 
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of the pulmonary veins. Of the 4 instances of 
ventricular fibrillation, of which only 1 was success- 
fully counteracted, 2 were attributed to underlying 
aortic stenosis and 1 to severe acidosis of un- 
known origin in a patient with atrial septal defect. 

In the repair of atrial septal defect the cardiac 
contractions of the perfused heart were more 
vigorous than the contractions of the nonperfused 
heart, cardiac action in the perfused heart being 
as vigorous after 5 minutes as after 2 minutes, and 
the blood pressure upon termination of caval oc- 
clusion rising to near normal levels in a few seconds 
in the perfused hearts, while the nonperfused 
hearts had a more gradual return to preexisting 
levels. It is essential that coagulation of the per- 
fused blood be prevented with heparin rather than 
with citrate, as the use of citrated blood results in 
cardiac arrest within minutes. Carbon dioxide regu- 
lation is important in that a decrease in spontaneous 
respiratory activity with hypothermia results in 
carbon dioxide retention and respiratory acidosis, 
which leads to ventricular fibrillation, alkalosis 
having been reported as giving significant protec- 
tion against ventricular fibrillation. The absence of 
unexplained arrhythmias in patients whose blood 
pH was near normal levels (7.35 to 7.55) indicates 
that the ventilatory rate should be so regulated as 
to produce a pH within this range. One of the 
more important aspects of coronary perfusion is 
that, when myocardial oxygenation is maintained, 
blood pressure and cerebral circulation are im- 
mediately restored upon the termination of circu- 
latory occlusion, and a period of hypotension is 
not attendant to the ischemia of circulatory arrest. 


Mechanical Traction in Lumbar Disc Syndrome. 
W. B. Parsons and J. D. A. Cumming. Canad. 
M. A. J. 77:7-11 (July 1) 1957 [Toronto]. 


This series consists of 100 consecutive cases of 
disk syndrome treated by mechanical traction. This 
procedure accomplishes in minutes or hours what 
would otherwise require days or weeks. Cases not 
responding to manipulation, including those of 
lumbago, with or without radiation into flank, abdo- 
men, buttock, inguinal region, or leg, were treated 
by mechanical traction utilizing the device de- 
veloped by Cyriax. X-ray was done prior to treat- 
ment in order to rule out fracture, ankylosing 
spondylitis, tuberculosis, and neoplasm. Some pa- 
tients were found to have congenital anomalies and 
others various degrees of disk degeneration. Pa- 
tients ranged in age from 17 to 74 vears, males 
predominating (69 to 31). The present attack was 
first for 45 patients, the remaining 55 having had 
one previous attack and in some instances recurring 
disability for years. The management of cases was 
identical in that, if manipulation failed, mechanical 
traction was employed with the object of develop- 
ing a “sway back.” Treatments were given daily, 
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being discontinued if there was no relief from 
symptoms after the 8th session. Excellent results, 
with complete relief within a week, were obtained 
in 74 patients. General relief, but with some resid- 
ual discomfort, was experienced by 12 patients, 
12 others obtaining little or no relief and only 2 
patients failing to show any improvement. 


Extension of the Limits of Cardiac Viability with 
Total Coronary Occlusion. W. R. Webb and H. S. 
Howard. Surgery 42:92-100 (July) 1957 [St. Louis]. 


Wesolowski and his associates established the 
upper limit of cardiac viability in dogs in the ab- 
sence of coronary flow at 30 minutes. The single 
reported case of Cooley and DeBakey of the re- 
section of the ascending aorta in a 50-year-old man 
established the upper limit at 31 minutes. Crowell 
and others have demonstrated the formation of 
innumerable small clots during acute circulatory 
arrest or periods of depressed blood flow. Restora- 
tion of normal circulatory dynamics does not result 
in the passage of blood through these plugged 
capillaries, and the oxygen-deprived cells die even 
though irreversible tissue changes did not occur 
during circulatory arrest. Continuing anaerobic 
metabolism is characterized by the production of 
lactic, carbonic, and other organic acids to the ex- 
tent that a progressive regional acidification causes 
coagulation of blood in the affected capillaries. 
Prevention of this coagulation by the use of heparin 
or by the activation of a fibrinolytic system with 
streptokinase will considerably prolong the time a 
tissue may be deprived of normal circulation. A 
series of experiments was designed to study the 
effects of long periods of total coronary occlusion 
when all blood had been removed from the coro- 
nary vascular bed, obviating the possibility of small 
capillary thromboses. In the first series the heart 
was attached to the neck of vessels of a large re- 
cipient dog, the experimental hearts having been 
perfused with Ringer's solution. Circulation was 
restored within 90 minutes to both control and ex- 
perimental groups of this series. The control group 
of 3 dogs developed a fine fibrillation on restora- 
tion of coronary flow and showed no return of 
cardiac tone; none of the dogs could be resusci- 
tated. The experimental group experienced fibrilla- 
tion with return of coronary flow, each of the 
hearts developing good tone after the administra- 
tion of calcium chloride, and was able to maintain 
the work load of its own coronary tract in addition 
to the burden of the inflow of the host carotid 
artery. In the second series with total inflow and 
outflow occlusion of the hearts in situ, difficulties 
were encountered with low flow rate of the pump 
oxygenator (irreversible shock approximation) and 
hemorrhage. In the control group of 6 dogs all of 
the hearts improved in color and developed fine 
fibrillation, but only 3 of the hearts were able to 
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return to normal sinus rhythm, as the others did 
not develop sufficient tone to be resuscitated. The 
experimental group of 12 in situ perfused hearts 
usually started with fine fibrillation, the heart later 
being defibrillated with the return of a strong co- 
ordinated rhythm. Eleven of the dogs were able to 
maintain normal blood pressures, only 1 heart with 
recurrent fibrillations failing under the work load. 
No long-term survival was possible even with the 
return of cardiac function, as the animals were un- 
able to reestablish an adequate breathing pattern. 
The finding that a heart can remain viable and func- 
tional for increased periods of time and that this 
limit of viability of the unoxygenated myocardium 
is more a measure of the patency of the capillary 
bed than the length of acute ischemia may have 
future clinical significance. 


Myxoma of the Left Atrium: Successful Surgical 
Removal Under Hypothermia. E. F. Chin and D. N. 
Ross. Brit. M. J. 1:1447-1449 (June 22) 1957 
[London]. 


Myxoma of the left atrium generally occurs as a 
polypoid tumor attached to the left side of the 
atrial septum in the region of the fossa ovalis. The 
surgically correct approach to the tumor is from 
the right atrium through the fossa ovalis. Patho- 
logically, the tumor (weight 60 Gm.) was smooth 
and shiny, with a soft gelatinous consistency seen 
microscopically as a structureless matrix with a few 
scattered cells. A minimum of intra-atrial manipu- 
lation is mandatory during exploration of the mitral 
valve due to the friable nature of the mass and the 
subsequent danger of a cerebral embolus. Surgi- 
cal removal involves the use of suction of the tumor 
until it is small enough that it can be drawn through 
the septal incision and the pedicle together with a 
small surrounding portion of the septum can be 
excised. Hypothermia is necessary to permit circu- 
latory arrest during the time interval required. A 
blood stream method of cooling is advantageous in 
that a delay in removal is avoided and rewarming 
via this method facilitates rapid resuscitation of the 
heart. 


Atrial Septal Defect and Its Surgical Treatment. 
D. E. Bedford, T. H. Sellors, W. Somerville and 
others, Lancet 1:1255-1261 (June 22) 1957 [London]. 


Atrial septal defect is the most frequent single 
congenital malformation of the heart encountered 
in clinical practice. Rokitansky is responsible for 
distinguishing the 2 main anatomic forms of the 
embryological basis of atrial septal defect, namely, 
defects of the septum primum and septum secun- 
dum. The anatomic complexities of atrial septal 
heart detect are such that the advantages of direct 
vision and hypothermic anesthesia make open heart 
surgery the method of choice. An anatomic classi- 
fication of this defect based on examination of 
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pathological specimens, on published autopsy find- 
ings, and on the surgical experiences of the authors 
and others includes (1) atrioventricular defects 
(persistent ostium primum; endocardial cushion 
effect; partial common atrioventricular canal), (2) 
fossa ovalis defects (persistent ostium secundum), 
and (3) superior caval defects (sinus venous defects, 
high defect). These 3 defects may occur in com- 
bination. Uncomplicated atrial septal defect  re- 
sults in a left-to-right shunt such that the pulmo- 
nary flow usually reaches 2 to 4 times the systemic 
blood flow, which is normal or slightly reduced. 
Increased lung vascular resistance will cause re- 
duced, balanced, or reversed left-to-right shunt. A 
bidirectional or reversed shunt is indicated by cen- 
tral evanosis, pulmonary hypertension, and reduced 
arterial oxygen saturation. Cardiac catheterization 
diagnosis was confirmed by a significant increase 
in oxygen saturation of samples from and distal 
to the right atrium as compared to those obtained 
from the superior vena cava and easy and usually 
repeated passage of the catheter from the right into 
the left atrium through the septal defect. Clinical 
diagnosis is well established and involves a cardiac 
impulse of the right ventricular type (often dis- 
placed to the left), systolic lift over the outflow 
tract of the right ventricle and the pulmonary 
artery, pulmonary systolic thrill, pulmonary systolic 
murmur loudest in midsystole, possible systolic 
ejection sound, and a very obvious wide split 
second sound which varies little with respiration. 
In the observed group of 100 patients the electro- 
cardiogram showed partial or complete right 
bundle-branch block in 72, right ventricular hyper- 
trophy without bundle branch block in 18, left 
axis deviation in 7, right axis deviation combined 
with left ventricular hypertrophy in 1, and normal 
readings in 2. 

Clinical diagnosis of atrioventricular (ostium 
primum) detects may include malformed mitral 
and tricuspid valves with a ventricular septal de- 
fect or with a common atrioventricular canal. The 
defect is generally suspected on detection of any 
one of the following: (1) unusual cardiac enlarge- 
ment in childhood, (2) physical underdevelopment 
and mongolism, (3) pulmonary hypertension oc- 
curring below the age of 20, (4) pansystolic murmur 
of mitral or tricuspid incompetence (most  signifi- 
‘ant), (5) evidence of left ventricular hypertrophy in 
the electrocardiogram, (6) left-to-right shunt at 
both atrial and ventricular levels, (7) bacterial en- 
docarditis, and (8) complete heart block. Compli- 
cations of atrial septal heart defect are obstructive 
pulmonary hypertension, pulmonary stenosis, atrial 
fibrillation, and anomalous pulmonary venous drain- 
age. Mitral stenosis is, however, no contraindication 
to septal defect closure provided commensurate re- 
lief of stenosis is accomplished by means of valvot- 
omy. Contraindications to septal closure under 
hypothermia anesthesia are atrioventricular type 
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defect, reversed shunt with cyanosis, obstructive 
pulmonary hypertension, high vascular resistance, 
systemic hypertension, and advanced age and poor 
general condition. The method of hypothermia 
anesthesia used is that developed by Virtue in 
Swan's clinic and modified and administered by 
Sellick. Esophageal temperature of 30 C was con- 
sidered ideal at the time of circulatory arrest, per- 
mitting arrest for at least 7 minutes, with a maxi- 
mum safety margin of 10 minutes. Neostigmine was 
injected into the coronary circulation as a_pro- 
tection against ventricular fibrillation. There was 
no operative or postoperative mortality save for 
one fatalitiy, where after closure of a large defect 
it was found in a second operation that inferior 
vena caval blood was entering the left atrium. 


Brain Abscess in a Patient with Congenital Heart 
Disease. A. Gund. Deutsche Ztschr. Nervenh. 
176:449-456 (No. 4) 1957 (In German) [Berlin]. 


Gund presents the case of a 74-year-old boy who 
was referred to the neurosurgical department with 
the signs of severe intracranial pressure. Three 
weeks before the boy had suddenly become ill 
with increase in temperature, headache, vomiting, 
and disturbances in the equilibrium. He had been 
sent to a children’s hospital because poliomyelitis 
had been suspected. There was rigidity of the neck, 
and edematous swelling of the papilla was ob- 
served in the eyeground. Some days later the boy 
became somnolent, exophthalmos developed, and 
the pupils were greatly dilated. Brain tumor was 
suspected, and the child was referred to the 
neurological department. It was stated that the 
child had been cyanotic at birth and that at the 
age of 3 years a Blalock’s anastomosis had been 
carried out for Fallot’s tetralogy. Three years later, 
however, the anastomosis was no longer function- 
ing, but a second operation on the heart had to be 
interrupted after the thoracotomy, and since then 
the heart condition had remained unchanged. In- 
creasing neurological symptoms and further exam- 
inations disclosed a brain abscess in the parietal 
region on the left side. After it was drained the 
hemiparesis and other neurological symptoms 
gradualiy subsided. Nine months later another 
abscess developed, this time in the parietal region 
on the right side. This abscess was also effectively 
treated by drainage. 

The author reviews the literature on “paradoxical 
brain abscesses” in patients with congenital heart 
disease, pointing out that particularly in the neuro- 
logical literature of Europe this complication of 
congenital heart disease is not sufficiently well 
known. He found that among a total of 70 cases 
of paradoxical brain abscess with congenital heart 
disease this was the 10th case in which surgical 
treatment was successful and the second patient 
who survived an operation for a second paradoxi- 
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cal brain abscess. Literature reports indicate that of 
the various congenital defects of the heart the 
tetralogy of Fallot is the most frequent cause of the 
paradoxical brain abscess. The pathogenesis of 
these abscesses is briefly discussed. 


_] 


Bronchial Hamart R. Debré, P. 
Mozziconacci, J. P. Binet, R. Habib and P. Renault. 
Presse méd. 65:1181-1184 (June 26) 1957 (In French) 
| Paris]. 


Hamartochondromatosis is a benign tumor of 
bronchial origin. It manifests itself as a globular, 
intrapulmonary mass on radiologic examination. 
Exceptionally, it takes a form of an intrabronchial 
neoplasm. The authors treated a 14-year-old boy 
for a type of hamartochondromatosis which was 
manifested by diffuse cartilage hypertrophy of the 
large, middle, and small bronchi, associated with 
mesenchymal and epithelial proliferation. These 
lesions were not detected on bronchoscopic exami- 
nation. There was an emphysema of the parenchy- 
ma of the right lung, except for the upper lobe. 
Unlike the typical hamartochondromatosis, which 
is a local lesion, the lesions in this case were diffuse, 
involving the entire bronchial tree and its car- 
tilaginous structure. Hamartochondromatosis affects 
persons of all ages, but mostly adult males. Treat- 
ment consists of an exploratory thoracotomy and 
resection. The intrabronchial types can be detected 
by endoscopic examination, and resection can be 
performed at the same time. In this case, the ex- 
tent of lesions required extensive lung resection. 


Pericardiectomy for Constrictive Pericarditis. C. 
Havard. Thorax 12:148-151 (June) 1957 [London]. 


Although pericardiectomy is recognized as an 
effective treatment for constrictive pericarditis, 
opinions still vary about such problems as whether 
an incomplete removal of the pericardium is com- 
patible with good functional results and which 
region of the heart it is particularly important to 
liberate. The author attempts to answer these 
questions on the basis of observations on 16 patients 
who were subjected to pericardiectomy between 
1948 and 1956. The patients ranged in age from 
20 to 58 years. Two patients, aged 51 and 58, 
respectively, died during the postoperative period. 
A tuberculous etiology was considered proved in 
5 patients, and calcification occurred in 11. Three 
patients were operated on while the disease ap- 
peared to be still in an active phase, with no evi- 
dence of resulting spread of the infection. Of the 14 
patients who survived the operation, 1 could not be 
traced, another was still undergoing hospital treat- 
ment for his pulmonary tuberculosis, and a third 
could be reached only through correspondence. 
The remaining 11 patients were reexamined, and 
the length of follow-up varied from 8 months to 
8’ years. 
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The pericardiectomy in these patients was lim- 
ited mainly to the region of the ventricles, and it 
was found that this conservative operation was con- 
sistent with a good functional result. An extended 
posterolateral thoracotomy proved to furnish an 
adequate exposure for this operation. In the patient 
whose history is presented in detail the pericardium 
was incised and dissected off the anterior aspect of 
both ventricles and along the ventral border of the 
left ventricle. The heart was also freed over the 
posterior aspect of the left ventricle, and its pulsa- 
tion was greatly improved. The left pleural cavity 
was drained with apical and basal tubes. Postop- 
eratively, the patient's cyanosis and pleural effusions 
persisted for some weeks but finally responded to 
mercurial diuretics and abdominal paracenteses. 
Histological examination of the pericardium gave 
no clue to the etiology. The patient did not attend 
a follow-up clinic until nearly 5 vears after her 
operation, when she stated that she had remained 
quite well since her operation and had been able 
to carry out her household duties without further 
treatment. Clinical improvement seems possible 
after liberation of the ventricles only, even though 
the right side of the heart remains encased in calci- 
fication. 


Gastrectomy Extended to Typical Partial Resection 
of the Liver Infiltrated by Cancer of the Stomach. 
M. Mancuso, G. Del Grande and E. Natalini. Poli- 
clinico (sez. chir.) 64:151-159 (June) 1957 [Rome]. 


Very good results were obtained in 3 patients 
with gastric neoplasm involving the left lobe of the 
liver, who were subjected to a gastrectomy with 
resection of the left lobe of the liver. The authors 
believe that a neoplastic involvement of the left 
lobe of the liver is not a contraindication to a rad- 
ical operation. 


Massive Oesophageal Haemorrhage. R. Zenker. 
German M. Month. 2:165-167 (June) 1957 (In Eng- 
lish) [Stuttgart, Germany]. 


Massive esophageal hemorrhage caused by eso- 
phageal varices is much less common than massive 
gastric bleeding, only 64 (16%) of 400 cases of severe 
hematemesis having been found to be due to eso- 
phageal varices. A history of liver disease, enlarged 
spleen, ascites, or caput medusae should suggest 
that hematemesis or melena is caused by esophageal 
varices. The introduction of a triple-channeled bal- 
lon tube type apparatus into the esophagus and 
positioning by inflation below the level of the 
cardia has both therapeutic and diagnostic value. 
Should the hemorrhage stop immediately after the 
tube has been positioned, the bleeding is in all 
likelihood of esophageal origin, and in two-thirds 
of the patients with bleeding esophageal varices 
the hemorrhage stops after the ballons are deflated 
and the tube is withdrawn. Continued aspiration of 
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large quantities of blood in spite of the correct posi- 
tion of the ballon is indicative of hemorrhage of 
gastric or duodenal origin. Continued bleeding from 
esophageal varices after withdrawal of the tube is 
best arrested by transesophageal ligation of the 
varices. Splenectomy is contraindicated during an 
acute hemorrhage and in all other forms of portal 
hypertension, as it lowers the portal pressure only 
temporarily and produces progressive thrombosis of 
the splenic vein in the direction of the portal vein. 
The most effective method of relieving portal 
hypertension is portacaval anastomosis, the success 
of which is dependent upon the size of the anasto- 
mosis and the absence of tension. Portal hyperten- 
sion may be due to intrahepatic block, usually in 
cirrhosis of the liver from various causes, or to 
extrahepatic block resulting from either aplasia or 
hypoplasia of the portal vein or the Budd-Chiari 
syndrome of thrombosis of the hepatic veins. Portal 
hypertension due to intrahepatic block is best 
treated surgically, by end-to-side portacaval anas- 
tomosis. Markedly reduced liver function concomi- 
tant with portal hypertension is usually relieved 
surgically with a side-to-side portacaval anastomo- 
sis, as this technique does not result in the distinct 
depression of liver function peculiar to the end-to- 
side procedure. Other suggested methods of treat- 
ment are ligature of the celiac artery and_ its 
branches and side-to-side anastomosis between the 
portal vein and the proximally ligated hepatic 
veins. Massive esophageal bleeding also occurs in 
carcinoma of the cardia or of the esophagus, gastric 
ulcer in the esophagus, hemangioma of the eso- 
phagus, and aortic aneurysm perforating into the 
esophagus. 


A Critical Review of the Results of Lung Resection 
for Pulmonary Tuberculosis. B. J. Bickford, F. R. 
Edwards, J. R. Esplen and others. Thorax 12:152- 
158 (June) 1957 [London]. 


Between 1947 and 1956 pulmonary resection was 
carried out on 1,575 patients with tuberculosis in 2 
Liverpool hospitals. Although a certain number of 
patients with active bilateral disease were subjected 
to thoracoplasty, resection was the method of 
choice in the surgical treatment. The use of chemo- 
therapy has so altered the scheme of treatment that 
surgery must be considered as a secondary thera- 
peutic measure, and in many patients it is impos- 
sible to evaluate its role in the final result. Since 
some of the removed specimens show sterilized 
cavities or the absence of histological evidence of 
active disease, the role of surgery might be difficult 
to estimate. Nevertheless, patients are subjected to 
surgery because some physicians believe that 
chemotherapy will not ultimately heal the lesion. 
The authors are of the opinion that the develop- 
ment of bacillary resistance to chemotherapy may 
have a marked impact on the use of resection, as 
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its success depends greatly on the employment of 
drugs to control transbronchial spread of the dis- 
ease or contamination of the site of operation. To 
assess the value of resection treatment the authors 
made a survey of the first 399 patients, in whom at 
least 5 years had elapsed since operation. Only 2 
of these 399 patients could not be traced. The en- 
tire series of 1,575 patients was reviewed in study- 
ing the immediate complications of the operative 
treatment. 

The authors believe that resection can be ac- 
cepted for that form of the disease that cannot be 
healed by rest and chemotherapy. Except for the 
minor segmental resections a space-reducing op- 
eration (thoracoplasty) is obligatory, either simul- 
taneously with the resection or at a second opera- 
tion. This opinion may be altered when more be- 
comes known about the results of chemotherapy 
continued for 1 or 2 vears after the operation. Ex- 
perience so far has disproved the earlier hope that 
the thoracic cage could be left intact. Some 87% of 
the patients operated on are well and free of evi- 
dence of active disease at the end of 5 years. Nine 
per cent still have active tuberculosis or have died 
of the disease in this period. Resection treatment 
has justified itself. 


Streptokinase and Streptodornase in Thoracic Sur- 
gery for Pulmonary Tuberculosis. B. G. Streete and 
D. E. Thomas. J. Thoracic Surg. 34:49-52 (July) 
1957 [St. Louis]. 


Varidase, a preparation containing 100,000 units 
of streptokinase and 25,000 units of streptodornase 
per vial, was used in 37 patients with pulmonary 
tuberculosis in whom hemothorax or hemopneu- 
mothorax occurred as a complication of operative 
procedures which consisted of segmental resection 
in 22, lobectomy in 8, decortication in 6, and lobec- 
tomy combined with segmental resection in 1. 
These complications, mild to severe hemothorax in 
25, and hemopneumothorax of varying severity in 
12, appeared within the second postoperative day 
and in 1 patient on the third postoperative day. 
Generally 2 and occasionally 4 vials of a freshly 
prepared solution of Varidase (60 cc. of the diluent) 
were introduced into the hemothorax by puncture 
of the clamped-off intercostal drainage tubes, the 
dose being divided between the 2 tubes. An at- 
tempt was made to keep the tubes clamped off for 
at least 4 hours, and acetylsalicylic acid (aspirin) 
was used as an antipyretic. Occasionally it was 
necessary to open the tubes after only 2 or 3 hours 
because of fever and chest pain. The systemic 
effects promptly disappeared after the tubes were 
opened. Results of enzymatic débridement were 
classified as good in 22 patients, equivocal in 4, 
and poor in 11. The best results were obtained in 
patients with mild to moderate hemothorax. Re- 
sults were poor or equivocal in all but 1 of the 12 
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patients with hemopneumothorax. The enzymes 
have little value when the hemothorax is accom- 
panied by a large element of pneumothorax. In- 
jection of the drugs through the clamped-off chest 
tubes on the first to the third postoperative day is 
the method of choice. 


Plombage in the Surgical Treatment of Pulmonary 
Tuberculosis: A Study of 400 Cases. H. Joly, 
P. Tulou, J. Tiret and J. Villemin. J. Thoracic Surg. 
34:36-48 (July) 1957 [St. Louis]. 


Of 400 patients with pulmonary tuberculosis sub- 
jected to surgical treatment with methylmethacry- 
late (Lucite) balls as a permanent prosthesis at a 
high-altitude sanatorium in France, 345 had col- 
lapse therapy and 55 had lung resection. One hun- 
dred seven of the 345 patients had one-stage thora- 
coplasty, 75 had multistaged thoracoplasty, 157 
had extramusculoperiosteal pneumolysis, and 6 had 
a revisional collapse. There were 3 early deaths 
(0.9%) among the 345 patients, all of them occurring 
in patients who underwent multistage thoraco- 
plasty and were over 40 years of age. Three hun- 
dred one of the 345 patients were followed up for 
from 1 to 6 years. Of the 301 patients the disease 
was arrested in 215 and 43 were improved. The 
plombage was extremely well tolerated, provided it 
was separated from the lungs and mediastinum by 
a continuous wall of intercostal muscles with an 
intact blood supply, and periosteal beds. The addi- 
tion of pombage to surgical collapse provides sev- 
eral advantages. It prevents pulmonary reexpansion 
and reduces to a minimum the morphologic and 
functional side-effects of collapse therapy. 

In the 55 patients on whom pulmonary resection 
was performed, Lucite balls were placed in the 
hemithorax after the operation to help fill the resid- 
ual place. The prosthesis was inserted either im- 
mediately within the pleural cavity or, at a later 
stage, in the thoracic wall. The technique of intra- 
pleural plombage after extensive resection at the 
end of the operation may have contributed to the 
occurrence of bronchopleural fistulas and was sub- 
sequently abandoned. Results were very satisfac- 
tory in 21 patients with partial or total resection in 
whom an extramusculoperiosteal pneumolysis was 
performed several weeks or months after the op- 
eration. It is generally agreed that resection is the 
best surgical treatment for pulmonary tuberculosis. 
However, when surgery is indicated and resection 
is impossible or potentially dangerous, limited 
thoracoplasty without resection of the first rib and 
extramusculoperiosteal pneumonolysis without cut- 
ting or resecting any rib but with the addition of 
Lucite balls may offer a better chance to the pa- 
tient than conventional collapse therapy or con- 
tinued medical treatment and should, therefore, be 
considered. 
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Solitary Gallstones: Symptoms, Complications, and 
Treatment. C. L. S. Bohn. Ugesk. lager 119:762-764 
(June 13) 1957 (In Danish) [Copenhagen]. 


Solitary gallstones, either in the gallbladder or 
choledochus, were found in 84 of 607 patients oper- 
ated on for gallstones. The symptoms were uniform 
in the patients with solitary and with multiple gall- 
stones, apart from the more frequent diastasuria in 
the latter, but complications occurred in 49% of the 
former and in 37% of the latter. Solitary gallstones 
more often than the multiple can cause violent 
symptoms and conditions threatening life. The in- 
creased frequency of complications in patients with 
solitary gallstones is predominantly due to the 
wedging of the stone in Hartmann’s pouch, with 
resulting hydrops, empyema, wall gangrene, and 
possible perforation. Early operative intervention 
is at present the only method for reducing the 
operative mortality and complications. 


Massive Gastric Haemorrhage. R. Nissen and F. 
Enderlin. German M. Month. 2:161-165 (June) 1957 
(Stuttgart, Germany]. 


Clinical diagnosis of the exact site of hema- 
temesis must first differentiate between gastric and 
esophageal hemorrhage with use of a multichan- 
neled tube which carries a balloon that is inflated 
at the level of the diaphragramtic hiatus, permit- 
ting separate aspiration of gastric and esophageal 
contents. Gastroscopy is generally of little value, 
as the field of vision is limited almost exclusively 
to the lesser curvature. Radiologic examination 
without compression of the epigastrium is consid- 
ered of some value; carcinoma in the fundus may 
be demonstrated by injecting air into the stomach. 
The first hemorrhage should be treated conserva- 
tively, surgical intervention being deemed neces- 
sary should blood replacement for continued bleed- 
ing exceed 500 cc. in an 8-hour period. Patients 
exceeding 50 years of age rarely have spontaneous 
recovery from even the first massive hemorrhage, 
and the possibility of irreversible shock that could 
ensue is ample justification for surgical interven- 
tion. The diminished elasticity of the arterial wall, 
the increasingly harmful effects of anoxia upon 
liver function, the deleterious effects of prolonged 
hemorrhage upon kidney function, and the aspira- 
tion of blood, all of which are more prevalent in 
the older patient, argue for surgical intervention. 
The exact localization of the source of bleeding is 
often difficult despite the presence of macroscopic 
lesions, e. g., the relatively small but deeply pene- 
trating ulcer in the posterior duodenal wall, which 
cannot be palpated but only visualized upon open- 
ing the duodenum. Blood in the upper jejunum 
indicates gastric or duodenal hemorrhage. Gastric 
hemorrhage has been routinely treated by a re- 
moval of two-thirds of the stomach by a Billroth 2 
resection. There is a growing tendency to treat 
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hemorrhage secondary to gastritis or reactive 
hemorrhage by performing a two-thirds gastric re- 
section as advised by Konjetzny. The author re- 
ports success in the stoppage of renewed or con- 
tinued bleeding in the resected stump by bilateral 
vagotomy. Gastropexy is advocated in the rare 
cases of severe bleeding from a_ hiatus hernia. 
Laparotomy is advised in the event of continued 
bleeding after gastric operations. Three case re- 
ports are descriptive of special situations: gastric 
hemorrhage after radical esophagectomy for car- 
cinoma; bleeding from acute ulceration following 
extensive burns; and hemorrhage from a_ benign 
tumor. 


The Changing Picture of Lung Abscess Therapy. 
M. W. Wolcott and J. D. Murphy. Dis. Chest 
32:62-69 (July) 1957 [Chicago]. 


Of 65 patients with lung abscess treated within 
the last 15 years, 19 were treated during the sul- 
fonamide period of 1941 to 1944, 29 were treated 
during the penicillin period of 1945 to 1951, and 
17 were treated during the antibiotic and tryptar 
period of 1952 to 1955. In the first period treatment 
consisted of administration of sulfathiazole and 
sulfadiazine in various dosage regimens, surgical 
procedures such as simple incision and drainage or 
2-stage pneumonotomies, supportive measures, 
bronchoscopic aspirations, and postural drainage. 
In the second period penicillin was used both 
parenterally and by the aerosol route. Surgical pro- 
cedures were the same as in the first period, ex- 
cept that from 1949 on resection was performed in 
most patients requiring surgical intervention, Sup- 
portive treatment was unchanged, bronchoscopy 
was used as a diagnostic and therapeutic agent, 
and postural drainage was enforced. In the third 
period supportive treatment remained unchanged 
and bronchoscopy was used routinely but only as 
a diagnostic aid and as a means of securing ac- 
curate culture material. The antibiotics used were 
oxytetracycline (Terramycin), penicillin, and tetra- 
cycline (Achromycin). The drug used was selected 
with the aid of sensitivity studies of material ob- 
tained at bronchoscopy before the institution of 
therapy. Aerosol administration of the most effec- 
tive drug was used in all patients. In about 50° of 
the patients, oral or parenteral administration of 
antibiotics was practiced also for the first few days 
after admission. All patients were given crystalline 
trvpsin (Tryptar) in aerosol form. This drug was 
administered in doses of 125 Gm. in 2 cc. of diluent 
daily for 5 to 10 days, and then every second day 
for a period of from 2 to 4 weeks. Surgical pro- 
cedures consisted of resections in each patient. No 
surgical drainage procedures were done. 

The mortality rate dropped from 31.5% in the first 
group of patients, to 17.2% in the second group, and 
to zero in the last group. Early diagnosis and treat- 
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ment of lung abscess as evidenced by a steady fall 
in the duration of symptoms before the admission 
to hospital and institution of treatment probably 
played an important part in the reduction of mor- 
tality and morbidity. In addition to early institution 
of treatment, the availability of a larger number of 
effective antibiotics and useful chemical débride- 
ment with crystalline trypsin contributed to the 
lowered mortality. Resection has replaced drain- 
age procedures when surgery is needed. Surgical 
management has been increasingly less necessary 
in each group of patients, so that in the most recent 
group 65% of the patients did not require surgery. 


Subdural Effusions Complicating Purulent Men- 
ingitis: Ten Cases. D. \lendez Cashion and R. Cor- 
dero. Bol. Asoc. méd. Puerto Rico 49:91-166 (March) 
1957 (In English) [Santurce]. 


Modern antibacterial therapy, while increasing 
the rate of recovery from purulent meningitis, has 
had as a consequence the survival of a higher num- 
ber of patients with permanent sequels. Subdural 
accumulation of fluid is the most frequent causal 
complication of the sequels. Early detection and 
adequate treatment of this complication will dimin- 
ish the incidence and the severity of the sequels 
by preventing pressure on the cerebral tissues in 
patients recovering from purulent meningitis. 
Twenty-eight infants with purulent meningitis 
were observed in a pediatric clinic of Puerto Rico. 
A subdural puncture was performed in 16 patients, 
because of unsatisfactory course of the disease, be- 
tween the 9th and 25th day of its course. Subdural 
fluid was obtained in 10 patients. The causal bac- 
teria in these patients was Hemophilus influenzae 
in 5 and Enterococcus, Paracolon bacteria, and 
Hemolytic streptococcus in 1 case each. In 2 cases 
the causal bacteria were not determined. Effusion 
was bilateral in 8 cases and unilateral in 1, and in 
1 case the site of effusion was not ascertained. Sub- 
dural fluid was obtained by the first puncture in 5 
cases of bilateral effusion and in 1 case of unilateral 
effusion. In 3 cases of bilateral effusion, subdural 
fluid was obtained by the first puncture only from 
1 side. From the other side it was obtained on the 
second and third puncture in two cases, respec- 
tively, and during autopsy in the other. The sub- 
dural fluid of 12 patients was cultured. It was 
sterile in all cases. Two patients were moribund 
when they were hospitalized. In the remaining 8 
patients the treatment was conservative, consisting 
of drainage through repeated subdural puncture. 
Six patients responded well to conservative treat- 
ment. A surgical operation, consisting of crani- 
otomy, puncture of the membrane which contained 
the subdural fluid, and removal of the fluid and of 
the membrane and its contents, was performed in 
2 patients who did not respond to the conservative 
treatment. The patients were discharged in satis- 
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factory condition. A follow-up for 2 years of the 8 
patients who recovered confirmed the value of 
early adequate treatment in diminishing the sever- 
ity of the sequels. 


Undescended Testis: Indications and Results of 
Operation. N. Hallman, L. Hjelt, M. Paatela and 
M. Sulamaa. Ann. chir. et. gynaec. Fenniae 46;22-35 
(No. 1) 1957 (In English) [Helsinki, Finland]. 


This report is based on 200 operations for un- 
descended testes during the period from 1950 to 
1955. In the spring of 1956, that is, from 1 to 5 
vears after operation, follow-up studies were made, 
particular attention being given to the growth in 
size of the testis. Further histological examination 
of the testis was made in 17 of the boys. At opera- 
tion, which in 7 patients was performed in 2 stages, 
special attention was paid to liberal dissection of 
cord vessels and to avoidance of tension in fixing 
the testis to the scrotum. The average increase in 
size of the testes after operation was satisfactory. 
Conclusive evaluation of the end-results on the 
basis of size is difficult, however, since at follow-up 
examination not all the boys had yet reached 
puberty. In the undescended testis histological ex- 
amination revealed increased connective tissue even 
at the age of 3 to 4 vears. The older the child the 
more marked was this increase. Such increase was 
observed even in testes which were considered of 
normal size. A particularly interesting case was that 
of a boy of 15 in whom a retractile testis was found 
to be retarded in development as compared with 
the contralateral organ, which resided in the scrotal 
sac and in which spermatogenesis had already com- 
menced. The authors recommend operation at the 
age of 4 to 5 years. 


Total Pancreatectomy for Chronic Relapsing Pan- 
creatitis and Calcinosis of the Pancreas. O. Barrett 
Jr. and W. F. Bowers. U. S. Armed Forces M. J. 
§:1037-1045 (July) 1957 [Washington, D. C.]. 


Total pancreatectomy for chronic relapsing pan- 
creatitis and calcification of the pancreas was per- 
formed in a 36-year-old man with mild diabetes 
mellitus. A preoperative gastrointestinal roentgeno- 
gram showed no intrinisic disease but heavy diffuse 
calcification of the pancreas throughout its entire 
extent. The patient had lost 30 Ib. (13.6 kg.) and 
had frequent attacks of severe disabling right upper 
quadrant and epigastric pain with radiation to the 
back. Because the diabetes and diffuse calcification 
both indicated extensive diffuse damage, total pan- 
createctomy was thought to be the only chance for 
an acceptable end-result. The pancreas was 
“carved” off the medial aspect of the duodenum, 
with a rim of fibrous tissue left around the probe 
when it eventually could be palpated. The blood 
supply to the duodenum was not disturbed, so that 
no interruption of the gastrointestinal tract was 
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necessary. The entire pancreas was then mobilized, 
and a small pseudocyst was found beneath the 
head. Pancreas, cyst, and spleen were removed en 
bloc. The spleen was removed because a severe and 
extensive fibrous reaction made it technically im- 
possible to identify and spare the splenic vein. The 
postoperative course was smooth, with neither 
biliary, duodenal, nor pancreatic leak. The patient 
was discharged from the hospital on therapy with 
25 units of neutral protamine Hagedorn insulin, a 
2,000-calorie low-fat diet, and no pancreatin and 
was followed up postoperatively for 12 months. He 
showed a progressive decrease in insulin sensitivity, 
in contrast to the increased sensitivity usually 
noted. He did well, but fat intolerance was mani- 
fested by abdominal distention, discomfort after a 
fatty meal, and several bulky foul-smelling stools 
per day. These symptoms were controlled by the 
adininistration of 6 Gm. of pancreatin per day. 
Liver function studies showed slight aberration. A 
needle biopsy of the liver was performed to rule 
out fatty infiltration, which has been observed in 
experimental studies on dogs and suggested as 
occurring, in man. No significant histological ab- 
normalities were noted. 

Severe organic tissue change in the pancreas of 
patients with chronic pancreatitis indicates that 
medical management alone will not be adequate 
treatment. Physiological damage, as evidenced by 
diabetes or fat intolerance, and structural damage. 
as evidenced by calcification of the pancreas, re- 
quire surgical treatment. Total pancreatectomy, 
which can now be accomplished without sacrifice 
of the duodenum, permits total removal of the dis- 
eased tissue. 


Anastomosis in Benign Occlusion of Biliary Pas- 
sages. C. M. Madsen. Ugeskr. leger 119:754-760 
(June 13) 1957 (In Danish) [Copenhagen]. 


In the Municipal and County Hospital, Odense, 
anastomosis between the biliary passages and the 
gastrointestinal canal was performed from 1941 to 
1955 in 52 patients because of relative or absolute 
occlusion of the biliary passages. There were 8 
postoperative deaths. Anastomosis is indicated (1) 
in patients with stricture of the lower end of the 
common bile duct due to chronic pancreatitis or as 
the result of gallstone disease, (2) if removal of 
stones in the hepatic duct is impossible or presents 
great difficulty, (3) if there are multiple stones in 
the hepatic duct with the risk of residual stones, 
and (4) in patients with impacted stones at the 
lower end of the bile duct which cannot be removed 
by ordinary choledochotomy. Choledochoduodenos- 
tomy has been the preferred form of anastomosis. 
Anastomosis as distal as possible on the choled- 
ochus is advised. The risk of cholangitis is present, 
but the cholangitis is due to retention behind the 
anastomosis and occurs when the anastomosis is 
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too narrow or has shrunk. The importance of a 
sufficiently wide opening is stressed. Follow-up of 
44 patients showed good results in 32; 4 patients 
had severe gastric dyspepsia and 8 had severe 
biliary colic. 


Osteogenic Sarcoma: A Critical Analysis of 430 
Cases. M. B. Coventry and D. C. Dahlin. J. Bone & 
Joint Surg. 39A:741-758 (July) 1957 [Boston]. 


Of 2,276 bone tumors which were pathologically 
verified at the Mayo Clinic between 1909 and 1955, 
490 were osteogenic sarcomas, defined as malignant 
lesions of bone, the proliferating neoplastic cells of 
which produce osteoid. Twenty-one parosteal osteo- 
genic sarcomas were excluded from the analysis 
because of their indolent clinical course. Also ex- 
cluded were 19 mandibular and 20 maxillary osteo- 
genic sarcomas because their location produced 
special clinical and therapeutic problems. Micro- 
scopic sections of tissue removed from the remain- 
ing 430 tumors were studied, and the clinica! his- 
tories and operative notes of the patients were 
evaluated. About 50% of the patients were between 
the ages of 10 and 19 years. The youngest patient 
was 4'2 years old, and none was older than 80 years 
of age. Males constituted 62.8% of the patients. The 
metaphysial end of the long bones was the most 
frequent location of the tumor. More than 50% of 
the tumors were about the knee, and only 8 tumors 
were Observed in the hands and feet. Two hundred 
fifteen patients (50%) had osteoblastic osteogenic 
sarcoma, 116 (27%) had chondroblastic sarcoma, 
and 99 (23%) had fibroblastic sarcoma. Only 7 of 
the 430 sarcomas were secondary to osteitis de- 
formans (Paget's disease). Four hundred seventeen 
(97%) of the 430 patients were traced and adequate 
follow-up data obtained. Treatment usually con- 
sisted in amputation. Local resection was performed 
in some patients and biopsy alone in some; irradia- 
tion therapy was frequently used in conjunction 
with the surgical procedures. 

Of the entire group of patients with osteogenic 
sarcoma, 19.3% survived 5 years and 15.3% survived 
10 years from the date of definitive treatment. The 
corresponding rates for patients with lesions readily 
amenable to amputation, i. e., below the upper third 
of the femur, were 22.8% and 17.6%, respectively. 
The 5-year survival rate for patients with lesions of 
the tibia was 34.6%, while the rate for patients with 
lesions of the middle and lower thirds of the femur 
was only 17%. Patients with osteoblastic osteogenic 
sarcoma had the poorest 5-year survival rate 
(15.6%) when compared with those who had chon- 
droblastic or fibroblastic sarcoma. There was a defi- 
nite relationship between grade of tumor (Broder’s 
method) and survival, the 5-year survival rate be- 
ing 25.4% for patients with grade 1 and grade 2 
tumors, and 17.6% for those with grade 3 and grade 
4 tumors. The 5-vear survival rate of nearly 20% ob- 
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tained for the entire series of patients with osteo- 
genic sarcoma seems to be extremely significant, 
especially when it is compared with other pub- 
lished data showing lower survival rates. The treat- 
ment of osteogenic sarcoma that has been most 
successful in the authors’ hands is early surgical 
ablation. The authors do not see any theoretical or 
proved reason at present for any other form of 
therapy, unless amputation is not possible. 


The Transfixion Hip Prosthesis: Observations Based 
On Five Years of Use. R. K. Lippmann. J. Bone & 
Joint Surg. 39A:759-785 (July) 1957 [Boston]. 


The author reports on 23 patients, 5 men and 18 
women, between the ages of 16 and 86 years, in 
whom the transfixion hip prosthesis was used; 8 
were operated on for osteoarthritis and 15 because 
of failure of intracapsular fractures to heal. The 
transfixion prosthesis, composed of the head, the 
pivot rod and, a third part in which the stem, the 
saddle, and the end-plate are joined, combines the 
mechanical principle of the crane for strength and 
the transfixion principle for dispersion of weight- 
bearing pressure and for firm fixation. Corrugated 
collars may be used to restore the length when the 
femoral neck is small. The lateral approach to the 
hip joint as described by Gibson and modified by 
McFarland proved highly satisfactory for exposure 
of the crest of the femoral neck and consequently 
for the insertion of the transfixion prosthesis. 

The excellent interval result that may be achieved 
by use of the prosthesis has been well illustrated by 
the clinical course of the first patient in whom the 
transfixion prothesis was utilized. The 72-year-old 
patient was operated on 5% years ago because of 
failure of interval fixation to maintain position 4 
months after intracapsular fracture. Examination 
revealed no pain or limp or limitation of motion in 
the involved hip. There was no shortening. Muscle 
power was normal in all places, including adduc- 
tion; there was no asymmetry seen when the pa- 
tient walked up or down stairs. The extremity 
operated on could be identified only by the scar 
and with the aid of roentgenograms, which showed 
the complete maintenance of stability throughout 
the follow-up period and the almost normal and 
mature trabecular structure of the host bone. Al- 
though the number of patients in this pilot study is 
small and interpretation must be done with caution, 
striking correlation between prosthetic seating, 
prosthetic stability, and ultimate clinical compe- 
tence and performance was evident. Accurate seat- 
ing of the transfixion prosthesis with adequate 
contact of the end-plate to the stump in patients 
with normal bone structure in whom there was no 
infection consistently yielded survival and hyper- 
trophy of the contacting femoral-neck stump, 
prosthetic stability, and sustained painless or almost 
pain-free performance for the duration of the 
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period of observation. The enduring favorable re- 
sult would appear to depend on the capacity of the 
transfixion prosthesis to apply adequate nonabra- 
sive and nonshearing supportive pressure on the 
end of the neck stump and the consequent presist- 
ence and stabilizing support of the femoral neck. 
Accurate insertion is essential. 

In patients in whom significant symptoms de- 
veloped after insertion of the prosthesis, a clearly 
identifiable cause was always apparent. The major 
cause of prosthetic instability and decreased mo- 
bility was stump absorption due to inaccurate pros- 
thetic seating or infection. The sharp decline in 
both of these complications in patients operated 
on later in the study followed the use of the pos- 
terolateral approach which provided ample room 
for accurate seating of the prosthesis without the 
excessive and tissue-damaging retraction that, in 
earlier cases, seemed to predispose to infection. 
The return of full abductor power in almost all of 
the patients in whom the operation was successful 
showed the capacity of the transfixion prosthesis 
to approximate normal length of the femoral neck. 
The soft bone of florid osteitis deformans would 
appear to be unsuitable for prosthetic insertion, 
but even a marked degree of senile osteoporosis 
did not present a barrier to prosthetic stability or to 
enduring clinical performance. The results lead to 
the belief that the design of the transfixion pros- 
thesis is capable of yielding stability and lasting 
competence and performance. 


NEUROLOGY & PSYCHIATRY 


Histopathology of Meningo-facial Angiomatosis 
(Sturge-Weber’s Disease): Report of Four Cases. 
F. J. Wohlwill and P. I. Yakovlev. J. Neuropath. & 
Exper. Neurol. 16:341-364 (July) 1957 [New York]. 


The history of the knowledge of Sturge-Weber’'s 
disease is characterized by a gradual accretion of 
new data upon already known facts and by the 
roentgenographic misinterpretation of the charac- 
teristic intracranial calcification for calcified blood 
vessels. The outstanding feature in this series of 
patients with Sturge-Weber’s meningofacial angio- 
matosis was the polymorphism of the histopatho- 
logical changes in the malformed blood vessels in 
different organs. It is significant that in the cerebral 
substance itself no true angioma was seen, while 
angiomatous malformations did involve the meso- 
dermal coverings of the brain, the meninges, cranial 
bones, and skin of the face and scalp (port wine 
nevus). In the coordinated participation of the 
derivates of several blastemas Sturge-Weber’s dis- 
ease partakes of the characteristic general features 
of other neoplastic malformations such as tuberous 
sclerosis, von Recklinghausen’s disease, and Lin- 
dau-von Hippel’s disease. The leptomeningeal 
angiomas in Sturge-Weber’s disease are venous 
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angiomas, of which 3 types are distinguished: 
racemose, cavernose, and varicose. The histopatho- 
logical changes in the tissues affected by the 
angiomatosis are of 2 orders: (1) the primary malfor- 
mation, consisting of venous angioma in the meso- 
dermal covering of the brain and in other locations 
of the body and manifested by the defects in the 
structural differentiation of the vascular wall and 
in the persistence of the sinusoid embryonal char- 
acter of the vascular bed in the region of the angio- 
ma, and (2) the secondary changes in the malformed 
blood vessels and in the tissues affected by the 
angiomatosis. The secondary changes include those 
due to functional inertia of the malformed blood 
vessels (fibrosis, hyaline degeneration, dilatation 
and calcification leading to obliteration of the 
lumen, and transformation of the blood vessel into 
a concentric calcareous concrement, a psammoma 
body) and those due to circulatory and metabolic 
disturbances in the tissues affected by the angiom- 
atous malformation. Neural crest derivate partici- 
pation (Gasserian ganglion and sensory nerve roots) 
points to a probable congenital defect in the vaso- 
motor innervation of the affected metamere. 


Poliomyelitis: Effect of Salk Vaccine on Severity of 
Paralysis. M. G. Wyman, W. D. Lindgren and R. 
Magoffin. California Med. 87:1-8 (July) 1957 [San 
Francisco]. 


Among the patients in whom poliomyelitis was 
diagnosed at the Los Angeles County General Hos- 
pital during 1956, there were 642 patients who had 
not been vaccinated and 93 who had been vacci- 
nated. In the vaccinated group of patients the pro- 
portion of nonparalytic and mildly paralytic cases 
was consistently greater in each 5-year age group 
under age 15 than in the nonvaccinated. In the en- 
tire 0 to 14 age bracket, 12% of the vaccinated 
patients had moderate or marked degrees of pa- 
ralysis as compared to nearly 50% of the nonvacci- 
nated patients. There were too few vaccinated 
patients over this age for comparison. In the vacci- 
nated group as a whole there was no apparent 
difference in severity in patients who had had one 
inoculation and those who had had two. Among 
the small number of vaccinated patients under age 
5, however, there was a suggestive decrease in 
severity between patients with one and with two 
inoculations. 

In nonvaccinated patients, the disease tended to 
be most severe in the 0 to 4 age group and in young 
adults, aged 20 to 35. The largest number of deaths 
and of patients in whom a respirator was needed 
was among young adults. None of the vaccinated 
patients died or needed a respirator, but tracheot- 
omy was necessary in 3. The concentration of 
mild forms of poliomyelitis in the vaccinated group 
is believed to indicate that partial protection was 
conferred by the vaccine, resulting in a shift to 
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lesser degrees of severity. Such a shift would ob- 
scure the conversion of nonparalytic cases to in- 
apparent infections. Follow-up examinations of 62 
vaccinated and 68 nonvaccinated patients mostly 
in the 5 to 9 age group revealed that in both series 
of patients approximately 90% of the muscle groups 
graded as having “slight paralysis” at the time of 
discharge were nonparalytic on the later exami- 
nation. 


The Aetiology of Pituitary Tumours: The Role of 
Hypogonadism and Hypothyroidism. |. E. Caughey. 
Australasian Ann. Med. 6:93-97 (May) 1957 [Svd- 
ney, Australia]. 


In rats and mice partial or complete impairment 
of thyroid and also of gonadal function leads in 
time to the development of pituitary tumors. The 
literature contains reports of the development ot 
basophil tumors in patients who died of myxedema. 
In an attempt to correlate hypothyroidism or hypo- 
gonadism with the development of pituitary tumors 
in human subjects the author reviewed some of 
Cushing's classic case records and also studied the 
records of 50 patients with pituitary tumors ob- 
served at Dunedin Hospital. He found no case 
history in which hypothyroidism appeared to be 
the forerunner of a pituitary adenoma, but the 
search for evidence of hypogonadism preceding the 
development of pituitary tumors proved to be more 
rewarding. Cushing reported 2 cases, and 4 per- 
sonal cases appear to give some support to such a 
suggestion. In 2 of the author’s 4 cases bilateral 
oophorectomy was followed several vears later by 
the development of a pituitary tumor. The 2 other 
patients were men in whom relative hypogonadism 
preceded the development of pituitary tumor. It is 
suggested that in humans, as in rodents, the forma- 
tion of some pituitary tumors may follow overac- 
tivity of gonadotrophic cells secondary to hypo- 
gonadism. 


GYNECOLOGY & OBSTETRICS 


Present Concepts in the Diagnosis and Manage- 
ment of Intraepithelial (Stage 0) Carcinoma of the 
Cervix Uteri. R. T. Parker, W. K. Cuyler, L. A. 
Kaufmann and others. North Carolina M. J. 18:261- 
268 (July) 1957 [Winston-Salem]. 


In 50,324 gynecologic patients, 294 (0.57%) in- 
traepithelial cervical cancers and 1,030 (2.03%) in- 
vasive squamous cell cancers, and in 8,000 obstetric 
patients 44 (0.55%) intraepithelial and 23 (0.29%) 
invasive cancers of the cervix uteri were diagnosed 
during the past 10 years. Intraepithelial cancer was 
detected almost entirely by cytologic smears. The 
lesion has no characteristic appearance. The dis- 
ease has no symptoms. The atypical and anaplastic 
cervical epithelium can be identified in smears ob- 
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tained by a simple office procedure. These tech- 
niques provide an early signal of an otherwise 
usually unrecognizable stage 0 cancer lesion. 
Smears were done on pregnant women, on young 
women, and on those in the “cancer age group.” 
Conservative management was practiced when 
childbearing was important. Vaginal hysterectomy 
with removal of a wide margin of the vaginal cuff 
was considered the treatment of choice when defini- 
tive therapy was indicated. The ovaries were con- 
served in patients under 45 years of age. Cold knife 
conization was the preferred method of obtaining 
adequate tissue for the identification or the exclu- 
sion of invasive cancer. Electrodissection was not 
satisfactory. Any concept for rational treatment of 
intraepithelial carcinoma was based on the prin- 
ciple that metastasis from intraepithelial carcinoma 
is impossible; this principle may be altered in the 
future. The patients who had had definitive therapy 
are followed at 6-month intervals or more often, if 
necessary, since the process of this disease has 
multifocal origin. The salvage rate in intraepithelial 
carcinoma of the cervix should be approximately 
100%, when this concept in diagnosis and manage- 
ment is followed. 


Cancer of the Cervix in Young Female Patients. 
R. Grattarola and L. Luciani. Tumori 43:210-218 
(May-June) 1957 (In Italian) [Milan, Italy]. 


Late results obtained in the treatment of 150 
women, 22 to 35 years of age, with carcinoma of 
the cervix are reported on. The patients are divided 
in 3 groups according to the stage of development 
of the disease. Thirty-eight patients presented car- 
cinoma in the first stage. Of 16 who were operated 
on and received radiation therapy, 10 were alive 
after 5 years; of 15 who received radium therapy 
followed by roentgen therapy, 9 were alive after 5 
vears; of 7 who received radium therapy alone, 
only 2 were alive after 5 years. Fourteen of 48 pa- 
tients with carcinoma in the second stage received 
radium therapy and 34 received radium therapy 
followed by roentgen therapy; 9 of the 14 and 23 of 
the 34 were still alive after 5 years. Twenty-seven 
of 64 patients with carcinoma in the third stage 
received radium therapy and 37 radium therapy 
followed by roentgen therapy; 4 of the 27 and 12 
of the 37 were still alive after 5 years. 


Metastatic Carcinoma of Ovary. J. C. Ahumada, 
J. L. Sardi and M. Turkieltaub. Rev. ginec. e obst. 
51:625-638 (April) 1957 (In Spanish) [Rio de Ja- 


neiro|. 


Five hundred fifty-six women with ovarian tu- 
mors were Observed at the gynecologic clinic of 
the University of Buenos Aires between 1928 and 
1956. Of the 154 malignant tumors found, 24 were 
ovarian metastases. Most of the patients with 
ovarian metastases were between the ages of 40 
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and 50 years. The tumor was bilateral in 18 cases 
and unilateral in 5; in one case only the involved 
ovary remained, the other having been removed 
in a previous operation. The primary tumor was 
located in the gastrointestinal tract in 15 cases and 
could not be located in the remaining 9. The early 
symptoms, gastrointestinal or intrapelvic, were in 
all cases associated with marked loss of weight. In 
the advanced stages of the disease there were 
ascites, neoplastic nodules involving the peritoneum 
and the Douglas's sac, and cachexia. The operation 
consisted of panhysterectomy in 3 cases, partial 
adnexohysterectomy in 8, bilateral oophorectomy in 
6, operative biopsy of the ovarian tumor in 5, and 
abdominoperineal amputation of the rectum with 
total hysterectomy and removal of pelvic lymph 
nodes in 2. Metastatic ovarian tumors are fatal, re- 
gardless of the treatment. Of the 24 patients ob- 
served by the author, 16 died a few months after 
the operation; the other patients were discharged 
in precarious condition and could not be fol- 
lowed up. 


Full Term Abdominal Pregnancy: Report of a Case. 
D. Leary. North Carolina M. J. 18:286-290 (July) 
1957 [Winston-Salem]. 


A 27-year-old Negro farm wife, para 2, gravida 3, 
was admitted to hospital because of vaginal bleed- 
ing in her 7th month of pregnancy, in November, 
1954. Physical examination showed a gravid abdo- 
men, with the fundus at 4 fingerbreadths below the 
xiphoid process, firm, and tense. The fetus was 
difficult to outline. Soft-tissue films revealed a fetus 
estimated at 7 or 742 months’ gestation lying in a 
breech presentation. The placenta was visualized 
high on the anterior uterine wall. Bleeding ceased 
when the patient was placed on complete bed rest. 
Vital signs remained stable. The fetal heart was 
not heard. Further examinations led to the tenta- 
tive diagnosis of death in utero, perhaps due to 
abruption of the placenta. The patient was dis- 
charged on therapy with hematinics to await the 
spontaneous onset of labor. One month later the 
patient was readmitted with the chief complaint of 
constant abdominal pain and anorexia, but no 
nausea or vomiting. She had felt the baby move 
since her previous discharge. Abdominal pregnancy 
was considered a possibility, but with intact mem- 
branes, a living infant, and a high transverse lie, 
sounding the uterus or resorting to hysterography 
appeared unduly risky. 

Abdominal exploration revealed a large fibromus- 
cular sac with a smooth glistening surface present- 
ing in the incision. It contained the infant and re- 
sembled a term-sized uterus, except that it was 
covered with venous sinuses. The wall of the sac 
appeared to be about 1 cm. in thickness. The 
omentum was attached to the upper pole with 
many enormously dilated arterial and venous chan- 
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nels. A male infant, weighing 7 Ib. 15 oz. (3,500 Gm.) 
was extracted by the breech. It responded well to 
resuscitation. It was possible to determine, once 
the sac was emptied, that it arose at the left cornu 
of the uterus and was receiving its blood supply 
from the omentum at one end and from the utero- 
ovarian vessels at the other. The left tube could 
not be identified. The left ovary was found in the 
wall of the sac. Subtotal hysterectomy was _per- 
formed, with the right tube and ovary left in situ. 
Blood loss was estimated at 5 liters (5,000. cc.): 
blood replacement was 6 liters (6,000 cc.). The pa- 
tient withstood the procedure well. She was dis- 
charged in good condition on the 8th postoperative 
day with her infant, also in good condition. She is 
in good physical condition today. 

This is the 11th recorded case of a full-term 
tubal pregnancy with a living mother and a living 
child. The classic method of management is to 
leave the placenta in situ and close the peritoneal 
cavity without drainage. The author believes that 
in rare instances, such as this one, excision is 
mandatory, since the placenta lies in a self-con- 
tained sac and bleeding could, therefore, not have 
been properly controlled in any other way. 


PEDIATRICS 


Shock in the Newborn Caused by Transplacental 
Hemorrhage from Fetus to Mother. |. G. Shiller. 
Pediatrics 20:7-11 (July) 1957 (Springfield, H1.]. 


Shock due to transplacental hemorrhage just 
prior to delivery is reported in a pale, hypotonic. 
lethargic newborn infant. This clinical entity is 
postulated on the basis of the initial clinical con- 
dition of the infant, immediate elevation of the 
maternal serum bilirubin concentration and subse- 
quent return to normal, immediate significant ele- 
vation of the fetal hemoglobin concentration in the 
maternal peripheral blood (strong evidence for 
antepartum transfusion of blood from = fetus to 
mother) and subsequent return to normal, a rise in 
the anti-A titer over a 3-month period post partum 
with subsequent fall, and the presence of nucleated 
erythrocytes in the maternal vascular spaces. Hemo- 
lytic disease of the newborn, tentatively considered 
because of the incompatibility of both Rh and ABO 
blood groups, was ruled unlikely because of a 
negative Coombs test, lack of significant elevation 
of serum bilirubin concentration in the infant, ab- 
sence of spherocytosis, and the course of the dis- 
ease in the infant. Calculations with Smith’s 
measure of “absolute hemoglobin mass” confirmed 
the predicted blood volume loss (greater than 40%). 
Infusion of Rh-positive packed erythrocytes, 20 ml. 
a 5% glucose in water, and 10 ml. of isotonic 
sodium chloride solution was followed clinically by 
an improvement in color, decrease in the respira- 
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tory rate, fall of the serum bilirubin concentration 
to 3 mg. per 100 mi., and a rise in the hemoglobin 
concentration to 16 Gm. per 100 ml. of blood. Re- 
placement via simple transfusion is the treatment 
of choice. 


Neonatal Anemia Due to Fetal Hemorrhage into 
the Maternal Circulation. H. H. Gunson. Pediatrics 
20:3-6 (July) 1957 [Springfield, Tl.]. 


Occult fetal hemorrhage in utero, as distinct from 
a massive fetal hemorrhage immediately prior to 
birth, leading to shock in the newborn infant, may 
be clinically suspected in infants who show pallor 
associated with a low concentration of hemoglobin 
in the first day of life. The anemia is not progressive, 
as the infants do not develop jaundice, further 
differentiating it from hemolytic disease of the new- 
born. The diagnosis was established by detection 
of fetal erythrocytes in the maternal circulation by 
differential agglutination. Ashby counts indicated 
that the fetal cells persisted in the maternal cir- 
culation for approximately 80 days post partum at 
which time the mother developed anti-D and anti-E 
antibodies. This anemia, purported to be caused 
by fetal bleeding into the maternal circulation close 
to the time of birth, was well established 4 days 
after birth. Erythropoiesis was indicated in the 
slightly increased number of reticulocytes and 
nucleated erythroyctes in the child’s peripheral 
blood. The blood groups of the mother and child 
must have certain basic differences before a differ- 
ential agglutination test can detect the presence of 
fetal blood, this having been accomplished only 
twice in 5 attempts. 


An Evaluation of the Flush Method for Determining 
Blood Pressures in Infants. A. |. Moss, W. Liebling, 
W. O. Austin and F. H. Adams. Pediatrics 20:53-61 
(July) 1957 [Springfield, H1.]. 


The principle involved in the flush technique is 
much the same as that introduced by Gartner in 
1899, when he devised a means of measuring the 
digital blood pressure by applving a pneumatic 
cuff to the finger and employing the flush technique 
to determine the end-point. Observations were 
made on 294 normal infants from 1 day to 1 year 
of age and on 23 infants and children with congen- 
ital heart disease. Blood pressure measurement by 
the flush method is accomplished by applying a 
cuff to the wrist or ankle, wrapping the distal por- 
tion of the extremity snugly with an elastic bandage, 
raising the manometric pressure above the ex- 
pected systolic pressure, removing the elastic wrap- 
ping, and gradually deflating the cuff until the 
blanched portion flushes, reading this as the end- 
point. A correlation analysis of the paired observa- 
tions of the 2 teams revealed the Pearson product 
moment correlation coefficient to be 0.87 for the 
lower extremity and 0.65 for the upper, indicating a 


1200 MEDICAL LITERATURE ABSTRACTS 


high degree of reliability of the procedure. Pres- 
sure values in the upper extremity exceeded those 
in the lower extremity in 75.5% of the readings. 
Recognition of this “reversal” of arm-leg relation- 
ship as determined by the flush technique is of 
prime importance in the diagnosis of coarctation of 
the aorta. The wrist flush readings were found to 
approximate the mean blood pressure more closely 
than either the systolic or diastolic pressures. Ob- 
servations (17) on 15 infants and children in whom 
intra-atrial measurement was accomplished and 
compared with flush method determinations indi- 
cated a closer correlation of the latter values with 
the mean blood pressure as determined by planim- 
etry. The use of various size cuffs (5 to 9.5 cm. in 
width) does not materially affect readings obtained 
by the flush technique. 


Human Blood Chimeras: A Study of Surviving 
Twins. ]. W. Nicholas, W. J. Jenkins and W. L. 
Marsh. Brit. MJ. 1:1458-1460 (June 22) 1957 


Communication between the circulation of bin- 
ovular twins in utero, resulting in an exchange of 
erythroblasts with persistence throughout lite of 
mixed blood groups, is possible and is considered 
here as the only explanation for the mixed blood 
groups found in a pair of twins. Each of these 
“chimeras” has blood which is a mixture of the same 
two distinct types differing in ABO, MN, and 
Rhesus groups. Each twin has only a single Lewis 
group, different in each, and corresponding to that 
expected as regards the secretor status of each. 
Nuclear sexing of neutrophils shows that foreign 
leukocytes are present in the blood of the male 
twin and probably that of the female twin. The 
Lewis group findings confirm the demonstrations 
of Sneath and Sneath that the Lewis antigen be- 
longs to the tissues and is only secondarily attached 
to the red blood cells. 


Treatment of Measles Encephalitis with Adrenal 
Steroids. J. E. Allen. Pediatrics 20:87-91 (July) 1957 
(Springfield, 


Appelbaum and Abler reported the complete re- 
covery of 16 of 17 patients with measles encephali- 
tis treated with adrenocorticotropin. The 10 
patients, all children, demonstrated typical symp- 
toms and findings of measles encephalitis with 
markedly disturbed sensorium and frequent con- 
vulsions. All of these patients were subjected to the 
exact same therapeutic dosage of cortisone, adreno- 
corticotropin, and antibiotics. The majority of the 
patients showed a rapid clinical improvement with- 
in the first 72 hours, with a clearing of the sen- 
sorium and a return of the temperature to normal 
levels. The remainder of the patients required 6 
to 14 days for complete remission of clinical symp- 
toms. At the time of discharge all 10 patients 
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appeared to be without neurological sequelae. No 
definite conclusions are drawn from this study be- 
cause of the relatively few cases studied; however, 
in view of the favorable results obtained, steroid 
therapy is advocated in treatment of measles 
encephalitis. 


The Psychic Behavior of Infants Kept in a Nursery. 
P. Bertoye. Semaine hop. Paris 33:2445-2450 (June 
22) 1957 (In French) [Paris]. 


The records of 1,219 infants under 3 years of age 
admitted to a Red Cross nursery or pouponniére 
between February, 1952, and Dec. 31, 1956, show 
that, when certain precautions are observed, the 
psychomotor development of children whose health 
makes it necessary for them to have institutional 
care will not be adversely affected. Transient diffi- 
culties of adaptation to a new life will undoubtedly 
arise in the first month, but these difficulties will 
pass as the child becomes used to the change. Not 
only will no permanent new psychomotor  dis- 
turbances appear, but those the child has on arrival 
may even be lessened or eliminated. It must be 
remembered that illness itself often deprives a 
child of family life and that in many cases parental 
instability or lack of intelligence makes the family 
atmosphere undesirable. Normal family life, how- 
ever, is that which best assures a balanced develop- 
ment, and children in normal circumstances should 
never be kept in a nursery beyond the time needed 
for the cure or amelioration of the disease for 
which they are admitted. 

The fact that today the psychic behavior of in- 
fants may improve during their stay in a nursery, 
whereas formerly it deteriorated, is due largely to 
the changed concept of nurseries. Once merely an 
institution in which children were given proper 
hygienic care and suitable food and in which they 
were protected insofar as possible from infections 
and contagious diseases, the nursery is now de- 
signed to serve a twofold purpose: (1) to supply 
these essential requirements and (2) to give the 
child an environment that will enable him to de- 
velop harmoniously, both intellectually and emo- 
tionally. The most important elements in securing 
this development are the children’s nurses, who 
must be chosen with great care, and the creation of 
centers of interest, outdoors whenever possible, 
where the children may play and learn by experi- 
ence. They should have the same nurses throughout 
their stay insofar as possible, and the nurses, who 
act as de facto mothers to the children, should not 
have too many children to take care of. Moreover, 
the children should always be cared for in the same 
way, because they find security in what is habitual, 
whereas they are surprised and often frightened by 
changes in procedure. Children also suffer when 
they are abruptly separated from their usual play- 
mates, and they should therefore be kept as much 
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as possible with the same companions. Finally, they 
should be encouraged to take part in games that 
will help them to overcome the apathy and fear so 
often characteristic of children weakened by illness. 


Considerations on the Etiology of Congenital 
Cardiopathies. Ml. Gomirato Sandrucci. Minerva 
pediat. 9:490-503 (May 5) 1957 (In Italian) [Turin, 
Italy]. 


A statistical study of the medical history of a 
group of 444 children with various congenital 
‘ardiopathies and of a group of normal children 
revealed that congenital heart defects occurred 9 
times more often in parents of the children of the 
first group than in the parents of normal children. 
The average age of the mothers of normal children 
was 1 year and 5 months lower than the average 
age of the mothers of children with noncyanotic 
cardiopathy and 2 years and 4 months lower than 
the average age of the mothers of children with 
cyanotic cardiopathy. Hyperemesis and attempt to 
commit abortion occurred 2'2 and 4 times, respec- 
tively, more often among the mothers of the cardio- 
pathic children than among the mothers of normal 
children. Physical trauma and psychic trauma oc- 
curred 4!2 times and 2'2 times, respectively, more 
often in cardiopathic children than in normal chil- 
dren. Intoxication, chronic alcoholism, and syphilis 
were present from 2 to 3 times more often in 
parents of cardiopathic children than in parents of 
normal children. The mothers of cardiopathic chil- 
dren had contracted a disease during the first 3 
months of pregnancy twice as frequently than the 
mothers of normal children. This difference was 
more marked in virus diseases, acute bacterial dis- 
eases, and blood diseases. During the first 3 months 
of pregnancy insufficient nourishment was 10 times 
and lack of vitamins twice as frequent in mothers 
of cardiopathic children than in mothers of normal 
children. The author thinks that a careful obstetric. 
hygienic, and social prophylaxis could reduce the 
frequency of congenital heart disease. 


Research on the Respiratory Function in Patients 
with Congenital Heart Disease. P. C. Gamalero. 
Minerva pediat. 9:529-538 (Mav 5) 1957 (In Italian) 
(Turin, Italy]. 


The study of the respiratory function in a group 
of children, 5 to 13 years old, with congenital heart 
disease revealed a deficient respiratory capacity 
that was more marked in cyanotic subjects than in 
the noneyanotic subjects. The author thinks that 
this deficiency was related to the reduced elasticity 
of the pulmonary parenchyma. Significant changes 
were not observed in the absorption of oxygen at 
rest; patients with cyanotic cardiopathy presented 
a difficulty, at times marked, in the absorption of 
oxygen on exertion. All patients, especially cyanotic 
patients, presented an increased rate of ventilation 
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per minute both at rest and on exertion. All pa- 
tients presented a low oxygen utilization coefficient 
and an increased oxygen ventilation equivalent. 
Some of the children were subjected to an opera- 
tion and were reexamined 2 weeks to 3 years later. 
The vital capacity and maximal pulmonary ventila- 
tion had increased, the rate of ventilation per 
minute at rest and on exertion had decreased, ab- 
sorption of oxygen under work conditions had in- 
creased, and the oxygen utilization coefficient had 
increased both at rest and on exertion. The author 
thinks that these changes were the result of the 
improved blood supply obtained by correcting the 
congenital vascular deficiency. 


Toxic Effects of Isoniazid During Childhood. 
L. Weingartner. Kinderirztl. Praxis 25:249-254 
(June) 1957 (In German) [Leipzig, Germany]. 


A 10-year-old boy with an apical tuberculous 
lesion in the left lung was treated by bed rest and 
isoniazid in doses of 10 mg. per kilogram of body 
weight. This treatment was continued for 10 days 
and was then combined with aminosalicylic acid. 
The child’s behavior during the first 5 weeks was 
good, after which he became obstinate, did not eat 
well, and often screamed without motivation. At- 
tempts to control his restlessness with sedatives 
failed. Discontinuation of isoniazid therapy was at 
first ineffective; the boy now became aggressive, 
broke windows, took his bed apart, and struck at 
the nurse with an iron bar. He was transferred to 
the psychiatric department, and the drug therapy 
was discontinued with the result that his behavior 
became normal. The isoniazid was replaced by 
streptomycin and aminosalicylic acid. It is believed 
that the psychotic reaction was caused by the 
isoniazid. 

The second patient was a 3'2-vear-old girl with 
tuberculosis of the joint between the calcaneus and 
the cuboid in the left foot. Isoniazid was given to 
her in preparation for the surgical treatment of the 
joint. After the operation streptomycin was  in- 
stilled into the focus and was given systemically, 
and in addition isoniazid was given in doses of 
10 mg. per kilogram of body weight. Streptomycin 
therapy was discontinued, and after several weeks 
of treatment with isoniazid the child was also given 
Tebethion, an acetyl-p-aminobenzaldehyde-thio- 
semicarbazone. Atter isoniazid had been given for 
165 days and Tebethion for 109 days, loss of ap- 
petite was noted, the temperature rose to 39.4 C 
(103 F) and convulsions set in. These were followed 
by vomiting and loss of consciousness. Breathing 
was superficial and of the abdominal type; the re- 
flexes were abolished, and the pupils were con- 
tracted and did not respond to light. The blood 
sugar level was below normal. Despite the intraven- 
ous administration of dextrose solution and of 
other fluids and stimulants the coma persisted for 
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several days, but then the child recovered. In dis- 
cussing the prevention of the toxic effects of iso- 
niazid it is pointed out that the tolerance for the 
drug is reduced during infections. Certain analeptic 
drugs that are administered during fever also re- 
duce the convulsive dose of isoniazid. There is a 
tendency to an accumulation of isoniazid in pa- 
tients with nitrogen retention in the blood; there- 
fore, the use of isoniazid is not advisable in pa- 
tients with renal lesions. 


Evaporated Milk in Infant Feeding. P. D. \loss. 
Brit. Med. J. 1:1453-1455 (June 22) 1957 [London]. 


Evaporated milk is considered a perfectly sate in- 
fant food, as the process of sterilization is such that a 
buildup of a micrococcic (staphylococcic) count is 
virtually impossible, final sterilization completely 
eliminating any live organisms or spores. Should 
the milk contain a toxin prior to its arrival at the 
processing plant, the extensive dilution in the bulk- 
ing process alone is of such magnitude that the 
chance of gastrointestinal upset from that source is 
practically nil. The decision to use evaporated milk 
in lieu of all other infant foods rested on factors 
other than simple nutritional values. Evaporated 
milk is sterile, does not deteriorate, mixes easily 
(the end-product is homogeneous), does not separate 
out, possesses a fine soft curd, has less allergic 
properties, and can be used for infants of all ages. 
Infants changing from breast milk to evaporated 
milk exhibited little if any change in appearance. 
Evaporated milk has been used with no apparent 
derogatory effects in general wards for sick chil- 
dren, isolation wards, and outside the hospitals. 
No significant difference in the cost of evaporated 
milk and dried milk has been demonstrated. 


The Occurrence of C-Reactive Protein and Its Re- 
lationship to Erythrocyte Sedimentation Rate, Welt- 
mann’s Coagulation Column, and Electrophoresis 
in Children with Various Diseases. Ml. Vest and 
J. Marti. Schweiz. med. Wehnschr. 87:782-787 (June 
22) 1957 (In German) |Basel, Switzerland]. 


The amount of C-reactive protein was deter- 
mined by the precipitation method in the serums 
of 250 children between the ages of 1 and 16 vears 
with various diseases. Of the 250 patients, 15 had 
rheumatic disease, 37 tuberculosis, 51 otorhino- 
laryvngological disease, 61 disease of the respiratory 
organs, 37 disease of the urinary passages, 13 dis- 
ease of the liver, and 36 miscellaneous disorders. 
In most patients, determination of C-reactive pro- 
tein as well as erythrocyte sedimentation rate, 
Weltmann’s serum coagulation test, and paper- 
electrophoresis were performed several times in the 
course of the disease. Results showed that C-reac- 
tive protein occurs in the blood of patients with 
diseases which differ considerably, but particularly 
in that of patients with inflammatory processes. 
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With the exception of rheumatic disorders and cer- 
tain forms of tuberculosis, the C-reactive protein 
may, as a rule, occur mostly in the acute stage of 
the disease. Comparison of the results of C-reactive 
protein determination with those of determination 
of the erythrocyte sedimentation rate, and the Welt- 
mann serum coagulation test showed parallelism 
insofar as the presence of C-reactive protein in the 
patient’s serum was accompanied by an increased 
sedimentation rate and a “shift to the left" in the 
results of the Weltmann serum coagulation test. 
However, the C-reactive protein usually appeared 
earlier in the blood and normalization occurred 
more rapidly than was the case with the changes in 
sedimentation rate and Weltmann’s serum coagula- 
tion test. Markedly divergent results occasionally 
were observed in the individual patient. Because of 
the different mechanisms on which these tests are 
based, complete correspondence of their results 
can not be expected in the individual patient. In 
the serums of the patients with a positive result of 
the C-reactive protein determination, the alpha-l 
globulin levels were always increased and so were 
in most patients the alpha-2 and gamma globulin 
levels when compared with the controls whose 
serums were negative for C-reactive protein. 

The determination of C-reactive protein in the 
serum is particularly valuable for the control of the 
course of rheumatic polyarthritis, endocarditis, and 
mvocardial infarction, because the occurrence of 
this abnormal protein in the blood follows the 
pathological processes more rapidly than the slowly 
reacting erythrocyte sedimentation rate. pa- 
tients with other disease, the presence of C-reactive 
protein in the serum indicates the presence of an 
inflammatory or necrotic process, while the ab- 
sence of C-reactive protein in the serum should 
not be interpreted as a sign of absence of such 
process or as a sign of anatomic healing. The nature 
of the C-reactive protein has not vet been eluci- 
dated, 


Endocardial Fibroelastosis. |. Beveridge. Austral- 
asian Ann. Med. 6:155-16S (May) 1957) [Svdney, 
Australia]. 


The term endocardial tibroelastosis is synony- 
mous with “endomyocardial fibrosis,” “endomyo- 
cardial sclerosis,” and “endocardial sclerosis.” The 
term refers to a white, opaque, fibroelastic thicken- 
ing of the endocardium, which frequently involves 
the cardiac valves. It is a not uncommon cause of 
fatal heart disease in infancy, but according to 
some earlier reports the disease is not confined to 
infants and children. Histories of 6 children who 
died from the acute and chronic forms of fibroelas- 
tosis at a children’s hospital in Sydney are pre- 
sented. In the acute form the symptoms are alarm- 
ing. Upon the vague and nonspecific background 
of irritability, retusal of food, and restlessness, there 
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develops a shock-like condition in conjunction with 
neck and limb stiffness, cyanosis, and respiratory 
distress. Death is usual in this form. In the chronic 
form, the clinical picture is one of congestive 
cardiac failure with secondary pulmonary infection. 
In this form cardiac murmurs are present and the 
electrocardiogram is grossly abnormal. Roentgeno- 
logic studies were made in all but one of the 6 
children. There was evidence of cardiac enlarge- 
ment, and, in addition, the films were of value in 
demonstrating associated or secondary pulmonary 
consolidation, collapse, and congestion. 

Autopsy revealed in all 6 children thickening of 
the endocardium of the left auricle and left ven- 
tricle; in 4 the mitral valve was stenosed and in 3 
the aortic valve was stenosed, whereas in only 2 
was the right side of the heart the site of endo- 
cardial thickening. It is difficult to make a definite 
diagnosis during life, but, since in the chronic form 
of fibroelastosis the prognosis is probably not al- 
ways fatal, awareness of this condition is impor- 
tant. A diagnosis of the chronic form should be 
entertained when symptoms of failure of the left 
side of the heart and evidence of failure of the right 
side are associated with a globular enlargement 
of the heart and with electrocardiographic abnor- 
mality, particularly T-wave changes in leads 1 and 
2 and in the left ventricular surface leads. The 
author recommends digoxin for the management of 
congestive cardiac failure. A low-sodium diet can 
be achieved for even the smallest infants by re- 
placing the usual feeding with a dried milk of low 
sodium content. Administration of oxygen, mer- 
curial diuretics, mechanical aids (venesection, aspi- 
ration of hydrothoraces), and the use of antibiotics 
for the infective pulmonary complications have all 
been useful. “Poudrage,” in the form of dusting 
sterile talc into the pericardial sac to cause an ad- 
hesive granulomatous inflammation with new ves- 
sels to anastomose with those of the myocardium, 
has been found effective by Paul and Robbins. 


Clinical and Pathological Observations in Infants 
with Coarctation of the Aorta and Patent Ductus 
Arteriosus. D. Goldring, M. R. Behrer, W. A. 
Thomas and others. J. Pediat. 51:18-28 (July) 1957 
Louis]. 


Fourteen patients with coarctation of the aorta 
from the St. Louis Children’s Hospital, who had 
been autopsied in the department of pathology of 
Washington University, were selected for study. 
All of these had been observed during life by at 
least one of the authors. Blood pressure findings, 
electrocardiograms, roentgenograms of the chest, 
clinical notes, autopsy records, and microsections 
of the lung were available and were reviewed. 
Gross specimens of hearts and aortas preserved in 
formalin were also available from 12 of the 14 pa- 
tients. The patients ranged in age from 8 days to 
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§ months. All patients had coarctation of the aorta 
just proximal to the attachment of the ductus 
arteriosus, and each had one or more defects per- 
mitting shunting of blood between the systemic 
and the pulmonary circulation. Blood pressure de- 
terminations were made by the “flush” technique, 
which is accomplished by placing a pressure cuft 
around the wrist or ankle. The extremity is blanched 
by a rubber dam and the cuff inflated. The pressure 
is then slowly released so that the fall is about 5 
mm. Hg per second and the appearance of blood 
How in the blanched extremity or “flush” represents 
the approximate systolic pressure. 

The “flush” technique for blood pressure de- 
terminations proved to be a practical, reliable aid 
in the diagnosis of coarctation of the aorta in young 
infants when a pressure gradient of 20 mm. Hg or 
more was present between the upper and lower 
extremities. Associated cardiovascular defects were 
found at autopsy in all of the 14 patients in this 
series. It is felt that this combination of defects 
might explain the development of congestive failure 
very early in life. These babies responded very 
poorly to medical management. Surgical correction 
is indicated as a lifesaving measure. 


DERMATOLOGY 


Treatment of Various Dermatoses with an Oral 
Topical and Parenteral Antipruritic. kK. C. Baker. 
Arizona Med. 14:329-332 (June) 1957 [Phoenix]. 


Sandostene (1-methyl-4-amino-N’-phenyl-N’-[2 
thenyl]-piperidine-tartrate), a new antihistaminic 
agent, was given to 225 patients with various 
dermatoses. The drug was administered orally in 
tablets containing 25 mg. of the drug, intravenously 
in ampuls containing 50 mg. of the drug in 10% 
calcium gluconogalactogluconate, or topically in 
the form of a lotion containing Sandostene and 
calcium. Of 120 patients reported on previously, 23 
had neurodermatitis, 12 urticaria, 2 progressive 
pigmentary dermatosis (Schamberg’s disease), 24 
dermatitis venenata, 14 atopic eczema, 5 dermatitis 
medicamentosa with drug eruptions, 20 contact 
dermatitis, 10 eezematous and exudative seborrhea, 
and 10 asthma with allergic manifestations. Of these 
120 patients, 57 obtained excellent results, 49 good, 
and 14 fair results; a pronounced antipruritic effect 
of the drug was observed. Of additional 105 
patients, 5 had generalized seborrhea, 30 drug 
eruption and urticaria, 20 atopic eczema and neuro- 
dermatitis, 20 dermatitis venenata and contact der- 
matitis, and 30 pruritus associated with blood 
dyscrasias, lichen planus, diabetes mellitus, hepati- 
tis and scabies. In the acute stage, 10 cc. of Sando- 
stene plus calcium was given intravenously every 
day or every other day, supplemented with tablets 
of Sandostene in doses of 4 to 6 daily. If the itching 
persisted, topical application with the lotion was 
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used. Of these 105 patients, 48 obtained excellent 
results, 40 good results, and 17 were therapeutic 
failures. Sandostene Spacetabs, each containing 75 
mg. of Sandostene, were given to 50 patients with 
chronic urticaria, drug eruption, contact dermatitis, 
neurodermatitis, and allergic dermatitis. One tab- 
let, 2 or 3 times daily, was given to adults, and oc- 
casionally the dose was reduced to one-half tablet 
twice daily. Infants and children were given Sando- 
stene Spacetabs by crushing the tablet and adding 
to water and sugar. A decided therapeutic advan- 
tage of the Spacetab is that sustained therapy can 
be achieved over a period of from 8 to 10 hours. 
None of the patients complained of drug eruption, 
gastrointestinal disturbances, frequency in urina- 
tion, insomnia, irritability or other side-effects. San- 
dostene with calcium given intravenously and San- 
dostene given orally proved more effective than 
corticotropin (ACTH) and cortisone in 2 patients 
with intractable urticaria. 


UROLOGY 


Total Cystectomy: Analysis of 225 Cases from the 
Bladder Tumor Registry. ]. W. Schwartz, F. K. 
Mostofi, J. F. Reed and A. L. Dean. J. Urol. 78:41- 
53 (July) 1957 [Baltimore]. 


The results of treatment of 225 patients with 
carcinoma of the bladder by simple cystectomy 
were evaluated. Of these patients, 31 (14%) had 
papillary carcinoma, grade 2; 70 (31%) had papil- 
lary and infiltrating carcinoma, grade 2; 65 (29%) 
papillary and infiltrating carcinoma, grade 3; 30 
(13.5%) infiltrating carcinoma grades 2 and 3; and 
29 (13%) infiltrating squamous carcinoma, grades 2 
and 3. Vascular invasion by tumor cells was seen 
in 62 patients. The ages of the patients at cys- 
tectomy ranged between 22 and 74 vears; S0% were 
over 50. The sex preponderance in this series was 
on the male side in the ratio of 8:1. The major 
symptoms of bladder tumor were hematuria, 
dysuria, frequency, and urgency. Total gross hema- 
turia was the sole symptom in 59 patients. Cys- 
tectomy was the initial therapy in 125 patients 
(56%). Conservative measures of various kinds were 
used in 100 patients (44%) betore cystectomy was 
performed. Of these patients, 55 were treated by 
transurethral resection, fulguration without irradia- 
tion, or both. Open surgical procedures without 
irradiation were performed on 27. Radiation with 
or without surgical measures was used for the re- 
maining 18 patients of this group. All these patients 
were treated before the introduction of radioactive 
isotopes. This series had an over-all 5-year survival 
rate of 17%. The progress in anesthesia, availability 
of whole blood, better understanding of blood 
electrolytes, and more thorough preparation of the 
patients will improve these survival rates. 


J.A.M.A., Nov. 2, 1957 


Transrectal Needle Biopsy in the Diagnosis of Pros- 
tatic Carcinoma. M. Emanuel and E. L. Foote. 
J. Maine M. A. 48:234-238 (July) 1957 [Brunswick]. 


Fifty-one transrectal needle biopsies of the pros- 
tate were performed on 44 patients suspected of 
having carcinoma of the prostate. The patient was 
put in a sharp lithotomy position with the buttocks 
elevated by a sandbag. Indwelling catheter if pres- 
ent, was not disturbed. Anesthesia was provided by 
intravenous administration of thiopental sodium 
or thiamylal (Surital) sodium. No speculum was 
required. The palpating left index finger located 
the suspected site. The finger was then withdrawn 
and the tip of a Silverman needle placed on the end 
of the finger, which was then reintroduced into the 
rectum. The needle point was carefully guided to 
the nodule in the prostate and pushed into it di- 
rectly through the rectal wall. The obdurator was 
removed from the needle and replaced with the 2- 
blade cutting piece, which was slowly pushed into 
the prostate as far as seemed reasonable to obtain 
a longer sliver (about 5 to 15 mm.). The needle it- 
self was now pushed in deeper to complete the cut- 
ting. When the biopsy was completed, the needle 
was withdrawn and the rectal ampulla, which had 
been swabbed with benzalkonium (Zephiran) chlo- 
ride solution betore the procedure, was again 
swabbed with this solution. The patient received a 
broad-spectrum antibiotic orally or intramuscularly 
for 3 days after the procedure. No major complica- 
tions were observed. Prostatic pain and tenderness 
occurred in a few patients for 24 to 48 hours. A few 
patients had a slight hematuria, increased urinary 
instability, or both. All patients were able to get up 
and walk about the same day or early next morn- 
ing. Seventeen of the 51 biopsies were positive 
for carcinoma at first attempt, and 3 were con- 
firmed later as positive. Thus about 40% of the 
total biopsies were positive. Comparison with 44 
perineal needle biopsies performed on 31 patients 
showed that only 12 (about 27%) of these biopsies 
were positive. 

The early lesion of carcinoma of the prostate 
may be impossible to detect rectally. The open 
method of perineal biopsy stands as the most ac- 
curate means of corroborating rectal evidence of 
presence of early operable carcinoma of the pros- 
tate. This method entails a major procedure and 
is not suited to quick screening of large numbers of 
patients. The perineal needle method, though quick 
and practical, lacks accuracy in the earlier stages 
of carcinoma. Forceps biopsy of the prostate di- 
rectly through the incised wall under vision, sim- 
plified by introduction of a relatively nontraumatic 
Silverman needle directly into the suspected area 
of the gland through the rectal wall, requires no 
visualization, no speculum, and no incision into the 
rectal wall. [t is quick, requiring only a few minutes 
and a minimum of facilities and equipment, and it 
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has shown superiority over the perineal needle 
method. It allows direct access to the suspected 
area. 


An Unusual Case of Ectopic Splenic Tissue Re- 
sembling a Third Testicle. D. S. Daniel. Ann. Surg. 
145:960-962 (June) 1957 [Philadelphia]. 


A 26-year-old man believed that he had a third 
testis. For several weeks he had noticed discomtort 
and swelling of his left scrotum, with pain radiating 
toward his left groin. Examination revealed a 
normal right testis, cord, and inguinal ring. The 
left scrotum contained 2 firm, tender and distinct 
masses. Each mass appeared to be a normal testis 
and each possessed a separate cord which ran 
parallel to the other and coursed upward to the 
left inguinal ring. A cough impulse demonstrated 
an egg-sized left inguinal hernia. The left scrotal 
contents were explored with the patient under 
general anesthesia. The innermost mass appeared 
to be a normal lett testis with a normal cord. 
Firmly attached to the outer border of this testis 
was a 2.25-by-3.5-cm. firm, solid, homogeneous, 
brownish-red tumor mass. The tumor and the 
left testis were removed. A left inguinal incision 
was then made, and an indirect inguinal hernia was 
found. The cord which was attached to the tumor 
mass was found attached to the lower border of 
a normal spleen, where it was resected. A modi- 
fied Bassini herniorrhaphy was performed, and 
the patient was discharged in one week. Examina- 
tion of the surgical specimen revealed a gonado- 
splenic fusion, atrophic testis adherent to splenic 
tissue, and a splenic tissue cord. This case of scrotal 
accessory spleen is believed to be the 19th such 
case reported. 


Genital Tuberculosis in the Male: Clinical Pa- 
thology and Effect on Fertility. R. J. Veenema and 
J. K. Lattimer. J. Urol. 78:65-77) (July) 1957 
| Baltimore |. 


The tertility status of 60 patients with genital 
tuberculosis was studied. The question whether 
most genital tuberculosis descends from the kid- 
neys by contamination via the infected urine or 
whether it is hematogenous from the originary 
pulmonary or intestinal focus is not concluded. 
Genital tuberculosis appeared to be secondary to 
renal tuberculosis. Epididymal tuberculosis was 
secondary to prostatic tuberculosis in 34 patients, 
although the ductus deferens showed no thickening 
or nodularity of the vas in 19 of these patients. An 
average time interval of about 5 years between the 
diagnosis of pulmonary tuberculosis and the onset 
of genitourinary tuberculosis was found in 22 
patients. A history of bone tuberculosis in addition 
to genitourinary tuberculosis was given by 17 
patients. No time relationship could be established, 
since just as many patients developed bone tuber- 
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culosis after as before the genitourinary tubercu- 
losis. The prostrate was obviously involved in 43 
of the 60 patients. Dilated prostatic ducts were ob- 
served in the posterior urethra of 53 patients. In- 
volvement of the seminal vesicles was observed in 
14 patients. Most of the patients were sterile. None 
were impotent. Of the 40 married patients, only 
one has had a child since the diagnosis of genital 
tuberculosis was made. Absent or scanty semen 
was a frequent sequela to prostatic tuberculosis. 
The morphology of the sperm was not affected. 
The testes showed only moderately depressed 
spermatogenesis. Semen cultures were positive for 
tubercle bacilli in 4 patients out of 35, and 1 posi- 
tive smear was obtained. Thus, the possibility of 
transmission of the disease through the ejaculate 
was demonstrated. Combined therapy with isonia- 
zid and sodium aminosalicylic acid for a period of 
2 years is at present advised for genital tubercu- 
losis. Radical prostatovesiculectomy should be per- 
formed only in patients with intractable pain. Epi- 
didymectomy is recommendable only for lesions 
which show intractable secondary infection or 
sloughing and should be followed by one year of 
combined chemotherapy. 


Renal Function in Prostatism. O. Olbrich, E. Wood- 
ftord-Williams, R. E. Irvine and D. Webster. Lancet 
1:1322-1324 (June 29) 1957 [London]. 


The increasing incidence of prostatism in an 
aging population provides an opportunity to study 
the effect of obstruction to the flow of urine on the 
renal function, particularly since the development of 
reliable single injection methods for the measure- 
ment of the glomerular filtration rate, renal plasma 
How, and maximal tubular excretory capacity has 
simplified the technical problems involved. The au- 
thors studied the renal function of 60 elderly men 
with chronic urinary obstruction due to prostatic 
enlargement. They found that the glomerular filtra- 
tion rate and the renal plasma flow were reduced 
to about half the levels found in normal young 
adults and to about two-thirds of the levels found 
in healthy aged men. When the urine was infected 
these levels were reduced still further. In the ab- 
sence of infection, tubular function was well main- 
tained at levels normal for healthy aged men, but 
when the urinary tract became infected tubular 
function was affected to the same degree as the 
vlomerular filtration rate and the renal plasma flow. 
In 12 patients examined before and after pros- 
tatectomy, there was a highly significant increase in 
the renal plasma flow after operation, but there was 
no significant change in the glomerular filtration 
rate. Tubular function was much improved in the 
only 3 patients for whom technically satisfactory 
estimations were obtained. These findings are dis- 
cussed in relation to experimental urinary obstruc- 
tion in animals. Compression of the renal venules 
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by increased interstitial pressure within the kidney 
with consequent obstruction to the renal plasma 
flow may be the primary mechanism. 


Late Results of Nephrectomy for Tuberculosis with 
Preoperative and Postoperative Chemotherapy. 
G. Obe. Ztschr. Urol. 50:298-303 (No. 6) 1957 (In 
German) [Leipzig, Germany]. 


At the author's clinic it has been the practice 
since 1949 to subject patients with urogenital tu- 
berculosis in whom nephrectomy seems indicated 
to a short preoperative and a prolonged postopera- 
tive course of treatment with antituberculous drugs. 
The preparations were used in combinations of 2, 
3, or even 4 drugs. Dihydrostreptomycin in combi- 
nation with other drugs was used chiefly before, 
during, and immediately after the operation. Later, 
antituberculous chemotherapy was combined with 
climatic therapy. The usual combination was amino- 
salicvlic acid, thiosemicarbazone, and isoniazid. The 
author reviews the late results obtained in 73 
patients who received preoperative and postopera- 
tive chemotherapy in connection with nephrec- 
tomy (56 patients) and ureteronephrectomy (17 
patients) for urogenital or urologic tuberculosis. 
The short preoperative and the prolonged postop- 
erative treatment (12 to 1S months) has greatly im- 
proved the prognosis in the surgical treatment of 
urogenital tuberculosis. There were no deaths in 
the 73 patients. Of the 55 patients in whom more 
than 2 years have elapsed since the operation, 45 
are bacteriologically cured, but since 3 of these 
have bladder symptoms only 42 can be regarded as 
cured. Two others were free from symptoms but 
tubercle bacilli have still not completely disap- 
peared from their urine. Eight other patients were 
not cured; they were not tree from tubercle bacilli, 
and 3 of them had bladder symptoms. Wound heal- 
ing had taken place in all patients at the time they 
were discharged from the hospital. Fistula forma- 
tion has been rare since chemotherapy has been 
combined with surgery. 


OPHTHALMOLOGY 


Medullo-epithelioma (Dictyoma) of the Optic 
Nerve. A. B. Reese. Am. J. Ophth. 44:4-6 (July) 
1957 [Chicago]. 


The author describes as an oncological oddity a 
case of medulloepithelioma (dictvoma) in a 4'2- 
vear-old boy. The disk of the patient's left eve was 
greatly swollen, the lesion manifesting itself as an 
enormous white globular mass with an exophthal- 
mos of 1 to 2 mm. The eye was enucleated. Since 
the tumor extended to the optic foramen, the optic 
chiasm was exposed through a transcranial ap- 
proach. As the intracranial portion did not seem 
to be involved, the optic nerve was severed close 
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to the chiasm, the optic foramen opened, and the 
remainder of the nerve removed. Nine months later 
a mass was noted in the orbit and biopsy revealed 
a recurrent tumor. A left frontal craniotomy was 
performed and the tumor was found deep around 
the sphenoid ridge and extending through the de- 
fect in the roof of the orbit. Gross total removal of 
the tumor was performed by freeing it from its 
dural attachment and checking by frozen biopsy 
sections whether the dissection was beyond tumor 
extension. The patient received 5,200 r in air to the 
orbit in the following 2 months. He also received 
2 doses of triethvlenemelamine (1.5 mg.) intramus- 
cularly. 

The tumor replaced the optic nerve and_ pro- 
tuded some distance toward the vitreous. The 
structure was that of embryonic retina with a gen- 
eral pattern of the primary and secondary optic 
vesicles. The Fontana stain brought out areas of 
melanin produced by the tumor cells which ap- 
peared to be the outer layer of the optic vesicles 
and were, thus, abortive pigment epithelium, Nine 
months later recurrences were noted in the bones of 
the orbit, and a radical resection including the 
bones about the orbit and the associated soft tissues 
was done. After 4 months, there was no evidence of 
recurrence. 


Ocular Toxoplasmosis: Report of Cases. S. B. 
Forbes. Am. J. Ophth. 44:41-56 (July) 1957 
[Chicago]. 


The authors report on 9 female and 5 male 
patients between the ages of 1 and 70 years in 
whom the diagnosis of ocular toxoplasmosis was 
highly presumptive. The ocular picture conformed 
to the characteristic pattern of the disease. Other 
systemic sources of uveitic infection were carefully 
sought, and each patient gave a positive reaction 
to the intracutaneous toxoplasmin test and the 
Sabin-Feldman dve test. In 2 patients the reaction 
to the dve test was positive in a titer of 1:32; in 6, 
1:64: in 2, 1:126; in 1, 1:128: in 1, 1:256; in 1, 1:512 
and later 1:65,536; and in 1, 1:16,384. In 8 of the 14 
patients, the intracutaneous tuberculin test gave a 
positive result. In 6 it was followed by a negative 
result at a later date, and in 1 it was preceded by 
a negative result. Reaction to the intracutaneous 
brucellergen test was positive 3 times in 1 patient 
and once in 2 patients. 

The disease was characterized by an acute flare- 
up in most of the patients, particularly in the pos- 
terior portion of the uvea, superimposed on the 
previously existing lesions. The accepted therapy 
for uveitis caused by Toxoplasma consisted of ad- 
ministration of 25 mg. of pyrimethamine (Dara- 
prim) 3 times daily, 1 Gm. of a combined prepara- 
tion of sulfathiazole and sulfadiazine (Combisul- 
TD) 3 times daily, local administration of 30% 
sodium sulamyd solution in the eye manifesting 
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active disease, and application of sulfathiazole oint- 
ment to the eye 2 times daily with a cycloplegic in 
the eye on each visit at the office. In only 1 patient 
was it necessary to control associated mild bone 
marrow depression with folic acid therapy by 
mouth. Arrest of the infection, and in 11 of the 14 
patients some improvement in vision, resulted from 
the treatment. The visual results in 4 patients were 
dramatic. The practice of using pyrimethamine and 
sulfadiazine in presumptive cases of chorioretinitic 
infection is becoming more general. The consensus 
seems to be emerging that treatment with smaller 
doses over a longer period of time is as efficacious 
as the more intensive treatment. Combisul is 
tolerated better by some patients than sulfadiazine. 
The question of combining steroids with these 
drugs for minimizing the inflammatory reaction 
caused by the rupture of the pseudocysts is 
thought-provoking. Treatment of this type should 
not be instituted until tests have been employed 
to eliminate the more common diseases causing 
this condition. The lessened incidence of ocular 
tuberculosis and brucellosis should be a helpful 
diagnostic factor. 


Studies on the Etiology of Trachoma with Special 
Reference to Isolation of the Virus in Chick 
Embryo. T'ang Fei-Fan, Chang Hsiao-Lou, Huang 
Yuan-Tung and Wang K’o-Chiien. Chinese M. J. 
75:429-447 (June) 1957 (In English) [Peking]. 


After Noguchi's claim that Bacillus granulosis was 
the causal agent of trachoma had been discredited, 
a number of investigators suggested that trachoma 
was caused by a filtrable virus. Although trachoma 
had been transmitted from man to apes and mon- 
keys, or from man to man, isolation of the virus 
had never been successful. The authors describe 
their attempts to isolate the trachoma virus in 
chick embryos. The specimens to be studied were 
freed from bacterial contamination by adding 
ether, merthiolate, sulfacetamide, penicillin, or 
streptomycin. Each specimen was then injected in- 
to 6 chick embryos that had been incubated for 6 
to 8 days, 0.2 cc. of specimen being introduced by 
the technique of Cox into the yolk-sac. The inocu- 
lated eggs were incubated at 35 C, the temperature 
of the human conjunctival sac, for 10 to 14 days, 
during which daily observations were made. 

Three strains of virus—TE8, TE55, and TE66— 
were isolated from 93 specimens collected from 
patients with early forms of trachoma. The virus 
is a large-sized filtrable agent appearing chiefly in 
the form of elementary bodies. It is readily inacti- 
vated by heat at 50 C (122 F), desiccation, phenyl 
mercuric nitrate, formalin, phenol, bichloride of 
mercury, alcohol, penicillin, terramycin, and aureo- 
mycin, but is resistant to ether, merthiolate, strepto- 
mycin, and to the process of freeze-drying aud sub- 
freezing temperature. It can be kept alive at —50 C 
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(—58 F) for over 5 months and preserved, when 
lyophilized, for over 260 days; but in glycerine, it 
can be conserved only for a few days. It is patho- 
genic for chick embryos and monkeys, causing 
death of the former in a few days and giving rise 
to folliculosis in the latter in addition to congestion 
and thickening of the conjunctiva. In 1 of the 7 
monkeys infected, typical cell inclusions were 
found. The virus is nonpathogenic for mice, guinea 
pigs, hens, and rabbits. 


Ocular Manifestations of the Fuller-Albright Syn- 
drome. J. E. Alfano. Am. J. Ophth. 44:77-87 (July) 
1957 [Chicago]. 


The author reports on an 8-year-old boy with 
polyostotic fibrous dysplasia (Albright’s syndrome). 
The syndrome is characterized by osteitis fibrosa 
disseminata, areas of pigmentation of the skin, and 
endocrine dysfunction with precocious puberty in 
the female. The serum calcium and phosphorus 
levels are within normal limits, although the alka- 
line phosphatase value may be elevated. The an- 
terior view of the face of the patient showed a de- 
pression of the left globe, with prominence of the 
superior and lateral orbital bony margins. There 
was a suggestion of fulness of the left upper lid. 
The lateral view of the patient showed prominence 
of the left side of the forehead and outer aspect of 
the orbital margin. He complained of no loss of 
vision. There was some diplopia on upward gaze. 
He could see very well to read his books and play 
with the other children in the ward. External ex- 
amination revealed the left eye to be displaced 
vertically downward. Palpation revealed some 
thickening of the superior lateral wall of the orbit. 
Pupillary reactions were normal. Vertical ocular 
rotation revealed a definite limitation of upward 
motion of the left eye. 

According to Albright, the bones in the skull 
most commonly involved are those in the base and 
the inferior portions of the orbital and frontal 
bones. In 5 of the 7 patients reported on by 
Albright there was bony involvement of the orbits; 
in 1 of these, although no mention was made, the 
photograph accompanying the description of the 
case suggested a depression of the right globe. An- 
other of these patients showed a marked promi- 
nence of the right side of the head with exophthal- 
mos of the right eye and a dilated pupil. It would 
appear from this survey that changes in the bones 
of the orbit are commonly present and that dis- 
placement of the globe would depend on the stage 
at which the patient is seen. Polyostotic fibrous 
dysplasia must be differentiated from those general 
or systemic disorders which may produce some- 
what similar changes in the skeleton and skull, in- 
cluding, primarily, neurofibromatosis (Reckling- 
hausen’s disease) and lipid histiocytosis of cholester- 
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ol type (Hand-Schuller-Christian disease). Less 
often a similar picture may result in osteitis 
deformans (Paget's disease) and in hyperthyroidism. 


THERAPEUTICS 


Maintenance of Adrenal Cortical Responsiveness 
During Prolonged Corticoid Therapy: Evaluation 
of Intermittent Administration of Repository Cor- 
ticotropin Injection. I. I. Young, V. De Filippis. 
F. L. Meyer and W. Q. Wolfson. A.M.A. Arch. Int. 
Med. 100:1-10 (July) 1957 [Chicago]. 


Adrenal cortical atrophy and unresponsiveness 
are commonly observed during and shortly after 
prolonged administration of adrenal cortical 
steroids. This state is reversible but when present 
renders the patient vulnerable to stress-induced 
acute adrenal cortical insufficiency. Sixteen patients 
with rheumatoid arthritis, disseminated lupus ery- 
thematosus, and bronchial asthma requiring pro- 
longed corticoid therapy were studied in an attempt 
to answer the tollowing questions: 1. Can a normal 
degree of adrenal cortical responsiveness be main- 
tained by intermittent administration of repository 
corticotropin injection at weekly or biweekly inter- 
vals? 2. Can corticoid-induced adrenal cortical un- 
responsiveness be restored by intermittent admin- 
istration of repository corticotropin injection? 

Results of trials with combined corticoid-corti- 
cotropin therapy, i. e., administration of hydrocorti- 
sone, cortisone, or prednisone for 5 or 6 days per 
week, and concurrent administration of from 100 
to 320 units of high-potency repository corticotro- 
pin injection (corticotropin gel) once weekly or 
100 units of repository corticotropin injection twice 
weekly, revealed that adrenal cortical unresponsive- 
ness will usually be prevented if individual doses 
of 200 units or more of repository corticotropin in- 
jection are used at weekly intervals. Adrenal corti- 
cal unresponsiveness could not be restored by the 
intermittent administration of large weekly doses 
of corticotropin during prolonged corticoid therapy. 
Combined corticotropin-corticoid therapy may be 
of value in preventing the development of stress- 
induced acute adrenal cortical insufficiency. 


Treatment of Chronic Bronchitis and Bronchiec- 
tasis with Intravenous Tetracycline: Results as 
Judged by Studies of the Sputum and Tests of 
Pulmonary Function. R. E. Fox, H. F. Dowling. 
G. A. Saxton Jr. and M. Mellody. A. M. A. Arch. 
Int. Med. 100:11-17 (July) 1957 [Chicago]. 


Seven female and 8 male patients between the 
ages of 15 and 69 years, 10 of whom had bronchiec- 
tasis and 5 chronic bronchitis, were treated with 
tetracycline given intravenously for 5 to 10 days in 
doses of 1 to 1.5 Gm. per day for adults and in 
equivalent doses on the basis of body weight for 


the 2 patients aged less than 19 years. Pathogenic 
bacteria, including H. influenzae, pneumococci, and 
beta-streptococci, disappeared from the sputum of 
every patient, although they were replaced by 
Micrococcus (Staphylococcus) pyogenes var. aureus 
in 2 patients. In one of these 2, the sputum re- 
mained purulent; it became clear in all the other 
patients. Tests of vital capacity, timed vital capac- 
ity, and maximum breathing capacity showed no 
consistent trend before and after therapy in the 
10 patients with bronchiectasis. The results of 
these tests revealed significant improvement in the 
5 patients with chronic bronchitis. 

Improvement in the arterial oxygen tension and 
in arterial-alveolar oxygen difference was observed 
in 3 of 5 patients tested, indicating improved intra- 
pulmonary gas exchange. Changes in arterial car- 
bon dioxide tension were equivocal, indicating that 
no significant improvement in ventilation occurred. 
Untoward reactions were confined to thrombophle- 
bitis, which subsided within a few days without 
complication. Intravenous tetracycline therapy im- 
proves the infectious process in chronic bronchitis 
and bronchiectasis, and its use is recommended in 
patients in whom simpler measures have failed. 
Long-term serial studies are needed to determine 
whether improvement in infection is accompanied 
by improved pulmonary function. 


Prednisolone in the Treatment of Bronchial Asthma. 
L. Rosa, G. Bergami and G. C. Cenacchi. Acta 
allergol. 11:81-92 (No. 2) 1957 (In English) [Copen- 
hagen]. 


Observations are reported on 80 patients, 60 with 
acute and 20 with chronic asthma. Some were out- 
patients, but all presented in a severe status asthmati- 
cus of bronchial origin with the typical clinical pic- 
ture of severe bronchospasm and cough together 
with a typical history of bronchial asthma. Some of 
the patients had already been treated with cortico- 
tropin or cortisone, but none with prednisolone. 
Routine antiasthmatic measures including broncho- 
dilator drugs and specific desensitization had given 
poor results. In the course of this study the patients 
were treated only with prednisolone. In patients 
with the acute form the prednisolone treatment 
was given for 10 days, with daily doses of 30 mg. 
for the first 2 days, then 20 mg. for 3 days, 15 mg. 
for 2 days, and then 10 to 15 mg. daily as a main- 
tenance dose. In 15 of the 60 patients with acute 
asthma this schedule was repeated at intervals 
from 3 to 7 times. In 55 of the 60 patients a com- 
plete remission of the status asthmaticus was ob- 
served within 4 days. 

To the 20 patients with chronic asthma initial 
daily doses of 20 to 30 mg. were given until marked 
improvement was attained; then progressively 
lower doses were given to the minimum capable 
of maintaining the improvement (from 2.5 to 15 
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mg. daily). The Himsworth test was performed be- 
fore and after 8 days of prednisolone treatment in 
20. patients. The fasting blood sugar level was 
slightly increased, and the insulin sensitivity was 
more marked, indicating increased glycogen stor- 
age. Thirty patients were studied after 8 days of 
prednisolone therapy. In 15 of them the urine out- 
put showed a slight but constant increase during 
the first 3 or 4 days, then returned to the original 
value on the 7th or 8th day. The extracellular water 
and the blood sodium and potassium measured in 
10 patients showed no significant variation. Renal 
function was tested in 6 patients before the predni- 
solone treatment and on the 3rd and 8th days. On 
the 3rd day tubular reabsorption and glomerular 
filtration increased; on the 8th the glomerular fil- 
tration decreased slightly, but remained above 
normal. Renal plasma flow increased slightly in 2 
patients. The maximum tubular excretion capacity 
did not vary. 


Acute Renal Injuries During Treatment with 
Phenylbutazone. W. Scheitlin and P. Jeanneret. 
Schweiz. med. Wehnschr. 87:881-885 (June 29) 1957 
(In German) [Basel, Switzerland]. 


It was realized early after the introduction of 
phenylbutazone that the drug frequently caused 
increase in weight and fluid retention and that in 
about 10% of the patients edema became evident. 
Acute renal failure with anuria is rarely observed 
during phenylbutazone therapy, when it is con- 
sidered that the drug is used by millions of patients. 
The author presents observations on 3 patients of 
the Ziirich University Medical Clinic in whom acute 
renal failure developed during treatment with 
phenylbutazone. In 1 of the patients anuria de- 
veloped after he had taken 5 Gm. of phenylbuta- 
zone in 3 days, which represents a considerable 
overdosage. In this patient, in whom the anuria was 
followed at first by a gradual increase in the volume 
of urine and then by a sudden diuresis with poly- 
uria, the tubular function was gradually but com- 
pletely restored. It was very unlikely that this 
patient had had renal damage before he took the 
excessive dose of phenylbutazone. The other 2 
patients had preexisting renal diseases. One of these 
had a severe vascular lesion of the kidneys with 
malignant hypertension. The renal function had 
been greatly impaired with corresponding azotemia 
even before 1.2 Gm. of phenylbutazone had been 
given in the course of 2 days. However the sudden 
onset of the anuria, without a preceding oliguria and 
with death after 23 days of complete renal block- 
age, is not typical of nephrosclerosis, and so it can- 
not be doubted that the phenylbutazone was re- 
sponsible for the acute anuria. 

The third patient had had 2 previous attacks of 
anuria during treatment with phenylbutazone, but 
each time diuresis started promptly after the 
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phenylbutazone therapy was discontinued. At au- 
topsy, 18 months after these 2 episodes, chronic 
pyelonephritis was found, which probably had ex- 
isted for years. However, there had been no de- 
cided impairment of the renal function. This patient 
had readily tolerated daily doses of 400 mg. of 
phenylbutazone, but anuria had developed twice 
after 1,200 mg. of the drug given in 1 day. Five 
similar cases were collected from the literature. 
Acute renal failure during phenylbutazone therapy 
is probably due to toxic or allergic effects resulting 
chiefly in interstitial and tubular lesions. They 
differ from the frequently observed retention of 
salt and water. The blockage of the ureters by urate 
concrements, which is attributable to the uricosuric 
effect of phenylbutazone, must also be differentiated 
from the acute renal failure. The authors believe 
that, despite the rarity of acute renal failure, 
phenylbutazone should be avoided in patients with 
signs of renal damage. Patients who are being 
treated with phenylbutazone should be kept under 
constant observation. 


Treatment of Ulcerative Colitis with Local Hydro- 
cortisone Hemisuccinate Sodium. S. C. Truelove. 
Brit. M. J. 1:1437-1443 (June 22) 1957 [London]. 


Clinical remission of symptoms of ulcerative 
colitis after treatment by means of a rectal drip of 
hydrocortisone was accompanied by a much-im- 
proved sigmoidoscopic appearance. The histologi- 
cal appearance of biopsy specimens of the colonic 
mucosa did not show a corresponding improvement. 
The lack or absence of commensurate mucosal 
healing is ascribed to the preparation of hydro- 
cortisone in a solution in 50% ethyl alcohol. This 
discrepancy was eliminated by using a form of 
hydrocortisone which is freely soluble in’ water, 
namely, hydrocortisone hemisuccinate sodium, the 
biological action of which is identical with that of 
hydrocortisone save for those modifications im- 
parted by the greater water-solubility of the 
hemisuccinate. Treatment with this preparation in- 
volves 10 to 14 nightly slow-rate rectal drip ad- 
ministrations. Patients were seen the first and last 
days of treatment, at which times sigmoidoscopy 
was accomplished and biopsy specimens taken. 
Clinical response to treatment was as follows: rapid 
remission, 11; improved, 1; no change, 6. Some 
patients became symptom-free after the first treat- 
ment, clinical remission usually being quite rapid 
in patients showing an early favorable response. 
The approach to normal of colonic epthelial cells, 
which served as an index of tissue response, was 
commensurate with clinical remission when local 
hemisuccinate sodium was used. The number of 
pus cells does not show any positive correlation 
with clinical response, suggesting the presence of 
infectious elements which are not improved by 
hydrocortisone. Thus, the improvement in_histo- 
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logical response is attributed solely to the free solu- 
bility of the hemisuccinate in water and its subse- 
quent use without the disturbing presence of 
alcohol. 


Observations of Chlorpromazine Induced Jaundice 
with Continued Use of the Drug. S. J. Skromak, 
C. J. Schreader, J. F. O'Neill and E. F. Ciccone. Am. 
J]. M. Se. 234:85-90 (July) 1957 [Philadelphia]. 


Many cases of jaundice due to chlorpromazine 
have been observed, in all of which medication 
has been discontinued during the period of jaun- 
dice and improvement observed as being due to 
supportive therapy. The symptomatology of chlor- 
promazine-induced jaundice is similar to that of 
extrahepatic jaundice, the icteric phase being pre- 
ceded by anoxia, nausea, and vomiting and lasting 
from 48 hours to 3 months. Jaundice appears any- 
where from 9 days to 5 weeks after the institution 
of therapy and is not related to drug dosage. The 
pathology of chlorpromazine-induced jaundice is 
likewise similar to extrahepatic jaundice and is re- 
ferred to as primary intrahepatic cholestasis. Micro- 
scopic analysis reveals marked pigmentation of 
central hepatic cells, distended intracellular canali- 
culi, plugged bile capillaries, focal degenerative 
changes of the hepatic cells, and an infiltration in 
the portal triad area of inflammatory cells con- 
sisting of lymphocytes, mononuclear cells, and 
neutrophilic or eosinophilic polymorphonuclear 
leukocytes. In the 2 cases of chlorpromazine-in- 
duced jaundice reported herein, therapy was_ in- 
advertently continued after a lapse of only 1 and 
6 days, with no deleterious effects, jaundice dis- 
appearing as completely (no recurrence) as would 
be expected with complete drug withdrawal. Men- 
tion is made of the disappearance of this same 
entity after 2 days of cortisone therapy. 


Viomycin in the Treatment of Pulmonary Tubercu- 
losis. H. Naegeli, R. Hochuli and E. Haefliger. 
Schweiz. med. Wehnschr. 87:873-878 (June 29) 
1957 (In German) |Basel, Switzerland]. 


The authors used the antibiotic viomycin in 2 
forms, as viomycin sulfate and as viomycin panto- 
thenate. They report their experiences with this 
antibiotic in 38 patients with early and in 62 
patients with late forms of pulmonary tuberculosis, 
the majority of whom had cavities. The average 
dosage was | Gm. twice a week. Viomycin was ad- 
ministered in combination with other tuberculo- 
static drugs. In the patients who were treated for 
tuberculosis for the first time or after an early re- 
currence, viomycin was usually combined with 
aminosalicylic acid, whereas in long-standing cases 
the viomycin was combined with aminosalicylic 
acid, streptomycin, or isoniazid. Roentgenologic 
studies revealed improvement in 34 of the 38 
patients with early tuberculosis who had been 
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treated for from 3 to 6 months and in 33 of the 62 
with long-standing disease after treatment had been 
continued for from 3 to 12 months. 

Whereas some investigators had observed poor 
local tolerance for viomycin, the authors found that 
the addition of procaine hydrochloride improved 
the local tolerance. Toxic damage to the kidneys 
was reduced by the administration of relatively 
small doses of viomycin. The introduction of the 
pantothenate of viomycin proved advantageous in 
several respects: it further reduced the toxic dam- 
age to the kidney, and it increased local tolerance 
and thereby did away with the side-effects that 
were produced by the local anesthetic. In view of 
its low toxicity in small doses and its efficacy even 
in early tuberculosis, viomycin pantothenate can 
often replace streptomycin therapy, and so_ this 
drug can be kept in reserve for emergencies and for 
antibiotic coverage during surgical therapy. 


Specific Hyposensitization as a Long Term Treat- 
ment of Bronchial Asthma. E. Bruun. Acta allergol. 
11:142-149 (No. 2) 1957 (In English) [Copenhagen]. 


The value of specific hyposensitization in asth- 
matic patients has been studied at the Allergy 
Clinic of the University of Copenhagen since 1941. 
On the basis of results reported earlier, the author 
arrived at the conclusion that specific hyposensitiza- 
tion must be continued for a long time to insure 
good results. In 1950 a continuous form of treat- 
ment was started, in which the strongest dose 
the patient could tolerate was given once every 
second or third week, for about 3 years. After 3 
vears the injections were generally interrupted, 
but the patients were kept under observation. Of 
the total of 600 asthmatic patients included in this 
study, 48 have been treated for 3 vears and have 
been under observation for 5 vears, that is, for at 
least 2 years after the completion of the hyposensi- 
tization treatment. At the end of this period of ob- 
servation 19 patients were without symptoms, 13 
almost without symptoms, and 8 were definitely 
improved. Five patients were not improved, and 3 
had died, 2 from asthma. As a whole, the specific 
hyposensitization seems to offer to the asthmatic 
patients a better future than other forms of treat- 
ment. When patients treated with hyposensitiza- 
tion were compared with those who had_ been 
treated with other methods, it was found that their 
mortality rate as well as their invalidity rate was 
lower. 


Prevention of Norepinephrine (Levophed) Sloughs. 
M. F. Bryant, J. Y. Berben and J. M. Howard. 
J. M. A. Georgia 46:336-339 (July) 1957 [Atlanta]. 


Norepinephrine (Levophed) has been used ex- 
tensively since 1949 to prevent the hypotension 
associated with myocardial infarction, gram-nega- 
tive bacteremia, vascular catastrophe in the central 
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nervous system, spinal anesthesia, sympathectomy, 
excision of a pheochromocytoma, or adrenalec- 
tomy. Tissue slough, a not infrequent complication 
of continuous drip norepinephrine administration, 
was observed in 6 patients in a 12-month period. 
Experimental studies revealed that soft tissue 
sloughing did not occur in the absence of extra- 
vascular infiltration and that rapid subcutaneous in- 
jections of solutions containing norepinephrine 
did not produce necrosis of the tissues, in contra- 
distinction to slow drip subcutaneous infusion, 
where tissue necrosis routinely occurred. Saline 
solution, procaine, papaverine, histamine, hyalur- 
onidase, and hydrocortisone were ineffective in 
preventing tissue necrosis when injected into the 
extravasation. Regitine (10 mg. in 20 cc. of saline 
solution) was found to be dramatically effective in 
preventing soft tissue necrosis, and the injection 
of this agent into a “Levophed extravasation” did 
not produce secondary hypotension. Regitine does 
not interfere with the maintenance of blood pres- 
sure upon injection into an area of norepinephrine 
extravasation. 


Hydrocortisone in Tennis Elbow: A Controlled 
Series. R. A. J. Baily and B. H. Brock. Proc. Roy. 
Soc. Med. 50:389-390 (June) 1957 [London]. 


While several investigators had found hydrocor- 
tisone helpful in the treatment of tennis elbow 
(olecranon bursitis), others had found that there 
was little difference in the effect of the injection of 
hydrocortisone or of procaine. The authors de- 
scribe studies on 40 patients, who were divided 
into 2 random groups, A and B, by selection of 
alternate patients. Patients in group B were treated 
by the injection of 1 to 3 ml. of 2% procaine into 
the tender area followed by manipulation (Mills’ 
maneuver). Patients of group A received the same 
treatment, but in addition they were given an in- 
jection of 25 mg. (1 ml.) of hydrocortisone acetate. 
The injections were given by one of the authors, 
whereas the other one, who was not aware of what 
treatment had been given, examined the patients 1 
week, 3 weeks, and 2 months after treatment. 

A course of physiotherapy (ionization, heat, and 
deep massage) was instituted in those in whom the 
symptoms were unchanged after 3 weeks, and § 
patients still unrelieved after 2 months were given 
a second injection of hydrocortisone. In the group 
treated with hydrocortisone 10 were cured, 4 im- 
proved, 5 unchanged, and 1 worse; whereas of 
those not treated with hydrocortisone 5 were cured, 
5 improved, and 10 were unchanged. Tennis elbow 
is a self-limiting condition whose natural course is 
rarely longer than 18 months. Any assessment of 
treatment must take this time factor into consid- 
eration. The results obtained in this series confirm 
that hydrocortisone is effective in tennis elbow an 
that its action may be distinguished from the mecl.- 
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anical distension of tissues by fluid injection. Al- 
though relapse may occur, the use of hydrocorti- 
sone produces a higher percentage of cures than 
other conservative measures within a limited period 
of time. 


PATHOLOGY 


Studies on Ochronosis: 1, Report of Case with Death 
from Ochronotic Nephrosis. |. A. Cooper and T. J. 
Moran. A. M. A. Arch, Path. 64:46-55 (July) 1957 
[Chicago]. 


The clinical history and autopsy findings on a 48- 
vear-old woman with hereditary ochronosis are 
presented, Ochronosis is an inborn error of phenyl- 
alanine and tvrosine intermediary metabolism. The 
gene controlling the degradation of homogentisic 
acid, a breakdown product of phenylalanine and 
tvrosine, is lacking. This defect results in the ac- 
cumulation of homogentisic acid in’ the extra- 
cellular fluid. and the oxidation of homogentisic 
acid in the presence of alkali produces the dark 
urine characteristic of the disease. For some un- 
known reason homogentisic acid selectively local- 
izes in cartilage, accounting for the black car- 
tilaginous discoloration that is one of the cardinal 
features of ochronosis. Although the disease may 
not necessarily shorten life. it) causes disabling 
arthritis and is often accompanied by severe cardio- 
vascular disease. Ochronosis and alkaptonuria were 
considered svnonyvmous terms at one time, but it is 
now agreed that alkaptonuria is only a symptom of 
ochronosis. The characteristic features of dark 
urine, osteoarthritis, and pigmentation of cartilage 
were present in the woman whose case is pre- 
sented, but no differences between ochronotic pig- 
ment and melanin obtained from a pigmented nevus 
could be demonstrated by electron microscopy or 
special stains. Of the special stains emploved, Lil- 
lie’s Nile blue method was most useful in screening 
sections for presence of pigment and for differentia- 
tion of ochronotic pigment and melanin from 
formalin pigment and lipofuscins. Extraction and 
isolation of the ochronotic pigment indicated con- 
centrations of approximately L1% cartilage, 
0.002 in liver, and 0.003% in kidney. 


The Significance of Cell Type in Relation to the 
Aetiology of Lung Cancer. R. Doll, A. B. Hill and 
L. Kreyberg. Brit. J. Cancer 11:43-48 (March) 1957 
|London]. 


The histological data of the lung cancer cases re- 
ported by Doll and Hill in 1952 have been re- 
examined to see whether the relationship then ob- 
served between lung cancer and the consumption 
of tobacco was characteristic of the histological 
type. Additional information was obtained about 
cases for which the histological tvpe had not 
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originally been reported and a proportion of the 
growths was reexamined by one pathologist, who 
was kept in ignorance of the sex and_ previous 
smoking habits of the patient. In men, a close 
relationship was found between the daily amount 
smoked and the development of squamous, large 
cell, and small cell carcinomas (including oat-cell 
and anaplastic carcinomas) but only a slight, if any, 
relationship with the development of other histo- 
logical types—principally adenocarcinomas and 
bronchiolar (alveolar cell) carcinomas. The number 
of cases in women was small, and it was impossible 
to decide whether the same distinction held for 
them. The results accord closely with those ob- 
tained in a Norwegian series. They support the 
hypothesis that histological types of tumors in the 
same anatomic site may have a different etiology, 
a hypothesis which is also suported by findings in 
other countries. 


Reticulohistocytosis (Lipoid | Dermato-arthritis). 
R. P. Warin, C. D. Evans, M. Hewitt and others. 
Brit. M. J. 1:1387-1391 (June 15) 1957 [London]. 


The authors report 4 patients with a similar and 
unusual syndrome of a widespread papular and 
nodular eruption and multiple arthritis. Areas of 
bone destruction were described progressing to 
“concertina” deformity of the fingers. Tendon 
sheath swellings and patches of xanthelasma palpe- 
brarum occurred in 2 of the cases. Histological 
examination of all involved tissue showed giant 
cells, the cytoplasm of which appeared granular 
and in places finely “foamy.” A lipoid polypeptide 
complex has been demonstrated in these cells. The 
average age of onset was 42, with extremes of 20 
and 66 years. There was no significant history. The 
radiological appearances show many features re- 
semblng rheumatoid arthritis, but differ in a num- 
ber of ways: bone is destroyed rapidly, while the 
destruction of articular cartilage proceeds more 
slowly; there is extensive involvement of terminal 
interphalangeal joints; some unusual joints, such 
as the posterior articulations of the lumbar spine 
and the costotransverse joints, are affected; some 
bony sites other than joints are involved, e. g., 
connective tissue attachments on the femoral 
trochanters, ischial tuberosities, anterior angles of 
vertebral bodies, and the shafts of long bones. 


Myocardial Sarcoidosis. KR. A. Peacock, E. J. Lipp- 
schutz and A. Lukas. Circulation 16:67-71 (july) 
1957 [New York]. 


Twenty-eight cases of sarcoidosis, generally re- 
garded as a systemic disease that may involve any 
organ in a usually benign granulomatous process, 
proved by autopsy, are reviewed. One additional 
case in which there were Stokes-Adams attacks is 
presented as a case study. Twenty-six of these pa- 
tients have proved myocardial involvement; in 8 
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of these the pericardium was also involved. In one 
case involvement was limited to the pericardium, 
and in the remaining 2 cases there was epicardial 
invasion, Autopsy findings in the patient with the 
Stokes-Adams attacks present a picture of cor pul- 
monale with slight hypertrophy of the right ven- 
tricular wall and distinct dilatation of the right 
ventricle. The endocardial lining of both ventricles 
was smooth except for an area just below the right 
semilunar valve, where section through the bundle 
of His revealed the endocardium and the underly- 
ing myocardium to be completely replaced by 
nodular tubercle-like lesions. Sections of the inter- 
ventricular septum showed sarcoid lesions in the en- 
docardium and subendocardial musculature. Other 
positive histological findings limited to the lungs, 
lymph nodes, and spleen were typical of sarcoidosis. 
The diagnosis of myocardial sarcoidosis has rarely 
been made during life. Sarcoidosis is a fairly com- 
mon disease. In cases where death has been due to 
sarcoid, the heart was frequently involved. When 
death is due to direct involvement of the myo- 
cardium, it is associated with heart block and some 
other arrhythmia resulting in death. 


Acquired Toxoplasmosis: Report of a Case with 
Autopsy Findings, Including a Review of Previously 
Reported Cases. A. D. Hooper. A. M. A. Arch. Path. 
64:1-9 (July) 1957 [Chicago]. 


A 43-year-old white man with a long history of 
panhypopituitarism due to a chromophobe aden- 
oma of the pituitary gland died of toxoplasmosis 
and portal cirrhosis of the liver. At autopsy pseudo- 
cysts of Toxoplasma gondii and chronic inflamma- 
tory reactions were found distributed throughout the 
heart, lungs, thyroid, bone marrow, retroperitoneal 
fat, skeletal muscle, smooth muscle of the esophagus, 
brain, and spinal cord. The pituitary showed fibrosis, 
bone formation, and recent hemorrhage. A few 
groups of chromophobe adenoma cells were present. 
There are very few instances of acquired toxoplas- 
mosis that have been studied at autopsy. Most infec- 
tions in older children and adults are subclinical, and 
most persons with clinical manifestations recover. 
The clinical manifestations are of various types and 
include one syndrome similar to that seen in in- 
fectious mononucleosis (lymphadenopathy and the 
presence of atypical lymphocytes in blood smears). 
another syndrome of acute encephalitis, and a third 
resembling the typhus-spotted fever group of dis- 
eases, in Which a maculopapular rash and a high 
fever occur. Most of the autopsies revealed neuro- 
logical involvement; in those patients without 
neurological involvement death has usually been 
due to other causes. 

The data from 21 published autopsy reports of 
acquired toxoplasmosis in older children and adults 
and the case presented above are summarized in a 
table. The free form of T. gondii is found in body 
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fluid smears, while the proliferative form and the 
pseudocyst are found in fixed tissue. No free forms 
were seen in the bone marrow smears in this pa- 
tient, but proliferative forms and pseudocysts were 
seen in histological preparations. A pseudocyst was 
found in the bone marrow smears. The comple- 
ment-fixation reaction and the Sabin-Feldman dye 
test help establish the diagnosis. The dye test cross 
reacts with Sarcocystis, Trichomonas vaginalis, and 
Trypanosoma cruzi. In previous autopsies it was 
noted that the lesions and organisms are found 
most frequently in the heart and next in the brain. 
They are also found fairiy often in lymph nodes, 
lungs, skin, and skeletal muscle. Fatal toxoplasmo- 
sis is often associated with severe chronic liver 
disease. 


Gliomatosis Cerebri. J. Dunn Jr. and J. W. Kerno- 
han. A. M. A. Arch. Path. 64:82-91 (July) 1957 
[Chicago]. 


The term “gliomatosis cerebri” is applied to the 
diffuse neoplastic transformation of glial elements 
within the brain and brain stem in patients dying 
of brain tumor. It is a bizarre but rare type of 
neoplasia. Other names applied to this process in- 
clude “diffuse glioma of the brain,” “gliomatous 
hypertrophy,” “diffuse systematic overgrowth of 
glial apparatus of the brain,” “blastomatous type 
of diffuse sclerosis,” “central diffuse schwannosis,” 
“cerebral glioblastosis,’ “patchy blastomatous infil- 
tration of the central nervous system,” and “astrocy- 
toma difusum.” The process has been thought to 
represent a blastomatous type of malformation and 
to be related to some dysgenetic abnormality of the 
neuroglial system. Others have considered it to be 
a true neoplasia of the astrocytic type. The con- 
troversy centers around the question of a possible 
relationship among Recklinghausen’s disease, the 
central neurinoma of Josephy, glioma of the optic 
nerve and pons, and certain other types of glioma 
that possibly bear morphologic resemblance to. the 
diffuse cerebral gliomatosis observed in 2 women, 
aged 18 and 20 respectively, presented in this 
paper. The lesions in these cases were considered 
to be examples of neoplastic transformation of the 
malignant astrocytoma type. 

No single site of origin could be established in 
either of these patients. It would be difficult to 
conceive of this tumor spreading so rapidly and 
diffusely from a primary focus; rather, a process of 
widespread neoplastic transformation is suggested. 
The authors are of the opinion that gliomas arise 
from preexisting cells by a process of dedifferentia- 
tion or anaplasia rather than from embryonic cell 
rests. The very presence of diverse degrees of de- 
differentiation and anaplasia undoubtedly accounts 
for the variation and pleomorphism observed in 
these lesions. The forces producing widespread 
neoplastic change are unknown. Perhaps some 
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“chemical” substance is responsible, as suggested 
by Weil. The authors consider the absence of “im- 
mature” neuronal elements in these patients as 
further evidence against the embryonic-rest origin 
of these tumors. Like Bailey and Beiser, they found 
it difficult to identify immature neuronal elements 
and considered the nerve cells found in the midst 
of these gliomas as remnants of preexisting cells 
now located within the substance of the tumor. 
It must be considered that gliomatosis cerebri 
could arise from multicentric foci. There was no 
clinical evidence of any associated pathological 
process in either of the 2 patients. The authors 
feel that the occasional occurrence of such tumors 
in patients with Recklinghausen’s disease (multiple 
neurofibromatosis) does not prove their invariable 
relationship to this disease or any other similar 
disorder, and the origin from Schwann’s cells is not 
acceptable morphologically. 


Value of the Assay of Certain Coagulation Factors 
in Ascitic Fluid: Demonstration of a Test Distin- 
guishing Ascites of Cirrhotic Origin. Mrs. A. G. 
Combrisson, ]. Debray and E. Housset. Presse med. 
65:1227-1228 (June 29) 1957 (In French) [Paris]. 


The biological characteristics of ascitic fluid were 
investigated in 28 patients with alcoholic cirrhosis 
and in 11 patients with cancer (5 ovarian, 3 pan- 
creatic, and 3 gastric) in the hope of finding a bio- 
logical test by which ascites can be shown to be 
either cirrhotic or neoplastic in origin. Most of the 
tests applied, which consisted of assays, in both 
blood and ascitic fluid, of the total proteins and 
determinations of the fibrinogen, prothrombin, pro- 
convertine, and proaccelerine levels, suppiemented 
by paper electrophoresis for proteins and _ lipids, 
proved valueless as aids to differential diagnosis. 
The one exception lay in the determination of the 
prothrombin level in the ascitic fluid. This level was 
always low, never exceeding 13%, in patients with 
cirrhosis, whereas it was at least 35% and usually 
much more in patients with cancer. This difference 
is far greater than any that can be attributed to 
errors of method. The test therefore appears to 
have diagnostic value, but it will have to be con- 
firmed by the study of larger series of patients. It 
would also be useful to investigate the results of 
the test in patients with ascites due to inflammatory 
conditions, especially peritoneal tuberculosis. 

No explanation can as yet be given for the in- 
crease in the prothrombin level in patients with 
ascites traceable to cancer. It is interesting to note, 
however, that, although it is difficult to isolate 
certain coagulation factors, notably prothrombin 
and proconvertine, from one another, the isolation 
seems to be brought about readily by certain dis- 
ease states; in fact, many of the ascitic fluids studied 
were rich in prothrombin but contained only traces 
of proconvertine or proaccelerine. 
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BOOK REVIEWS 


Biochemical Disorders in Human Disease. Edited by 
R. H. S. Thompson, M.A., D.M., Professor of Chemical 
Pathology, University of London (Guy’s Hospital Medical 
School), London, and E. J. King, Ph.D., D.Se., F.R.LC., 
Professor of Chemical Pathology, University of London 
( Postgraduate Medical School). Cloth. $12.60. Pp. 843, with 
121 illustrations. Academic Press, Inc., 111 Fifth Ave., New 
York 3; J. & A. Churchill, Ltd., 104 Gloucester Place, Port- 
man Sq., London, W. 1, England, 1957. 


This book deals with the whole gamut of human 
disease: gastrointestinal, hepatic and biliary, hema- 
tologic, hypertensive, renal and genitourinary, 
adrenal, thyroid and parathyroid, nervous, Osseous, 
muscular, nutritional, and metabolic. British and 
American authors, each well known in his field, 
have contributed to it. The subjects are treated on 
an “organ basis” rather than on a chemical func- 
tional basis, which is the more prevalent custom in 
textbooks of this kind. Treatment of the material 
is thorough, well documented and critical, but at 
the same time practical and clinically oriented. The 
editors have succeeded in preserving the many ad- 
vantages of multiple authorship without obvious 
duplications. In this age of biochemistry it is safe 
to predict that this new book will be eagerly ac- 
cepted by scientifically minded physicians, investi- 
gators, and students of medicine as one of the best 
available introductions to and sources for the sub- 
ject. 


An Atlas of Muscle Pathology in Neuromuscular Diseases. 
By J. Godwin Greenfield, M.D., G. Milton Shy, M.D., Ells- 
worth C. Alvord, Jr., M.D., and Leonard Berg, M.D. Cloth. 
$9. Pp. 104, with photomicrographs by Fred H. Meiller. 
Williams & Wilkins Company, Mt. Royal and Guilford Aves., 
Baltimore 2; E. & S. Livingstone, Ltd., 16 and 17 Teviot 
Place, Edinburgh 1, Scotland, 1957. 


This book consists essentially of an excellent col- 
lection of photographs, about half of them in color, 
showing the abnormalities of the microstructure of 
voluntary muscle in various neuromuscular diseases. 
The plates are arranged in 10 sets, the first set illus- 
trating loss of cross striation, cloudy and granular 
changes, floccular changes, and phagocytosis. The 
other nine sets illustrate changes in muscle nuclei, 
changes in fiber size, basophilic fibers with vesicular 
nuclei and prominent nucleoli, ringed fibers, sarco- 
plasmic masses, changes in interstitial tissues (col- 
lagen and fat), leukocytic infiltrations, changes in 
muscle spindles and peripheral muscular nerves, 
and pattern of lesion. By excluding trauma, infec- 
tions, and tumors from consideration, the authors 
were able to exhibit in greater detail and to better 
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advantage the amazing variety of ways in which the 
elaborate structure of the sarcostyle can be disor- 
ganized by more strictly neuromuscular disease. Ex- 
amples of such disorganization are the occurrence 
of aberrant nuclei singly or in chains and clumps 
within the fiber, aberrant fibers that appear to form 
rings or figures-of-eight in the primary fiber-bundles, 
fibers that seem to consist mainly of sarcoplasm, and 
solitary fibers and spindles found in masses of fat. 

The second part of the book contains the relevant 
case histories, details of techniques and terminology, 
cross index of cases, bibliography, and index. Ot 
special importance to pathologists are the remarks 
in the authors’ summary (page 95) as to the inter- 
pretation of histological changes found in specimens 
of muscle. The authors have avoided such words as 
necrosis, degeneration, inflammation, fatty trans- 
formation, atrophy, and regeneration that imply 
knowledge of either mechanism or direction of 
change. To the medical student, a histologist has 
long been a professor who could look at a motion- 
less object under the microscope, assure his class 
that it was a resting wandering cell, and speculate 
interminably on its ancestry and progeny. The 
authors have striven to avoid this temptation. They 
have also tried to avoid the bias that troubles the 
microscopist if he knows the clinical diagnosis, As 
they note in their conclusion, “If accurate observa- 
tions can be made, recorded, carefully analyzed. 
and continuously reviewed, our present ignorance 
and confusion will eventually be replaced by under- 
standing.” The objectiveness of this book should 
make it permanently valuable in a library. It is rec- 
ommended to the attention of students and teachers 
of histology, pathology, orthopedics, neurology, and 
physical medicine. 


Spontaneous and Habitual Abortion. By Carl ‘TI. Javert, 
M.D., Professor of Clinical Obstetrics and Gynecology, Col- 
lege of Physicians and Surgeons of Columbia University, 
New York City. Cloth. $11. Pp. 450, with 196 illustrations. 
Blakiston Division, McGraw-Hill Book Company, Inc., 330 
W. 42nd St., New York 36; 95 Farringdon St., London, 
EK. C. 4, England; 253 Spadina Rd., Toronto 4, Canada, 
1957. 

This is a much needed book because the last book 
on this subject was written by Taussig in 1936, and 
it contained little data on the pathology of spon- 
taneous abortion, Javert is well qualified to write 
this book, because he has devoted 20 years to a 
study of specimens from 2,000 spontaneous and 
habitual abortions. He is an outstanding pathologist 
as well as a leading obstetrician and gynecologist. 
The book is divided into five parts entitled (1) In- 
troduction Including Methodology and Physiology; 
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(2) Pathology, Maternal and Fetal; (3) Clinical 
Obstetrics; (4) Psychosomatology; and (5) Epi- 
logue. An extensive bibliography is included. In the 
2,000 cases, the causes of vaginal bleeding were de- 
cidual hemorrhage (54.25%), abortion other than 
spontaneous (40.75%), placenta previa (1.75%), pre- 
mature separation (1.05%), bicornuate uterus 
(0.55%), cervical pregnancy (0.05%), and miscel- 
laneous conditions (1.60%). Cord complications 
caused more abortions than pathological ovofetuses 
(53 versus 35% ). 

Javert offers the following 10-point program: (1) 
preparation for marriage and parenthood, planned 
parenthood, and preconceptional consultation; (2) 
happiness through teamwork; (3) security and 
equanimity; (4) sexual abstinence (twin beds ); (5) 
faith in God and praise and prayer; (6) early pre- 
natal care; (7) adequate nutrition and high citrus 
diet; (8) vitamin C, P, and K supplements; (9) psy- 
chosomatic therapy, and (10) control of psychic 
stimuli. There is an excellent chapter on the medico- 
legal aspects of abortion. At the end of the book is an 
extensive bibliography and author index. The style 
holds the reader’s interest. The author is an icono- 
clast, and this is evident throughout the book. There 
are numerous Clear illustrations, many of which are 
original, based on the author's and the artists’ vivid 
imagination. A few of these sketches are too forced. 
The author is to be congratulated on his accomplish- 
ment, because this book should become a classic. 


The Electrocardiogram: Its Interpretation and Clinical 
Application. By Louis H. Sigler, M.D., F.A.C.P., F.C.C.P., 
Attending Cardiologist and Chief of Cardiac Clinics, Coney 
Island Hospital, Brooklyn. Second edition. Cloth. $8.75. 
Pp. 312, with 195 illustrations. Grune & Stratton, Inc., 381 
Fourth Ave., New York 16; 99 Great Russell St., London, 
W.C.1, England, 1957. 

This book was apparently designed as an intro- 
duction to electrocardiography. The sections on 
sinus tachycardia, pericarditis, acute cor pulmonale, 
the normal P wave, auricular infarction, exercise 
tolerance tests, and premature contractions are 
particularly well done. Historical background is 
well covered, but this seems to be at the expense 
of more recent work to which there are relatively 
few references. The format of the book, as well as 
appearance and reproduction of the figures, is 
generally satisfactory. 

Certain passages, however, might be considered 
inaccurate. On page 64 the author refers to intrinsic 
and extrinsic deflections when he apparently means 
“intrinsicoid” and “extrinsicoid.” He uses the term 
“compensatory pause” as referring to the pause fol- 
lowing any premature beat. The author's statement 
concerning relative frequency of auricular and ven- 
tricular premature beats does not conform with 
data compiled from large surveys, nor are the limits 
of the normal P-R interval generally accepted as 
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0.08 to 0.20 of a second. Figure 133, purporting to 
show the change from left to right bundle-branch 
block, more likely represents right bundle-branch 
block with shift of pacemaker to a location arising 
below the atrioventricular node when complete 
atrioventricular block develops. In any case, precise 
interpretation is difficult with precordial leads not 
shown. On page 195 the author refers to patent 
ductus arteriosus as a congenital lesion that over- 
fills the right ventricle. This is not ordinarily true. 
The chapter on congenital heart disease is of ques- 
tionable value, offering no idea of the present status 
of the electrocardiogram in the diagnosis of such 
states. 

The style of writing is not always lucid and 
precise. There are misplacements of emphasis; for 
example, in the section on abnormal P waves, where 
the illustrations show one nonspecifically abnormal 
P wave and two examples of the Wolff-Parkinson- 
White syndrome. The chapter on ventricular gradi- 
ent describes a method for determination of this 
value, but does not call attention to its importance, 
nor indicate why one might want to determine it. 
On page 90 reentry is described but not named, 
and the term is then used on page 99 without ex- 
planation. There is much detail on the circus move- 
ment theory, and only one sentence devoted to 
alternate theories. It is then concluded that the 
circus theory is disproved. The author fails to men- 
tion bradycardia as an electrocardiographic sign of 
myxedema. The section on electrolyte imbalance 
has much more material on experimental hypercal- 
cemia than on clinically important hypocalcemia 
and potassium imbalance. Conspicuously absent 
are illustrations of electrocardiographic alterations 
in electrolyte imbalance. On the whole this book 
does not offer any advantages over the many other 
elementary textbooks now available on_electro- 
cardiography. 


Martius’ Gynecological Operations with Emphasis on 
Topographic Anatomy. Translated and edited by Milton L. 
McCall, M.D., F.A.C.S., Professor and Head, Department 
of Obstetrics and Gynecology, Louisiana State University 
School of Medicine, New Orleans, and Karl A. Bolten, M.D. 
Translated from Die gynikologischen Operationen und ihre 
topographisch-anatomischen Grundlagen (seventh edition), 
by Prot. Dr. med. Heinrich Martius, Director of University 
Clinic for Women, Gottingen (Stuttgart, Georg Thieme 
Verlag). [Second English edition.] Cloth. $20. Pp. 405, with 
450 illustrations by Kathe Droysen. Little, Brown & Com- 
pany, 34 Beacon St., Boston 6; J. B. Lippincott Company, 
4865 Western Ave., Montreal 6, Canada, 1957. 


This translation of the operative gynecology book 
written by one of the foremost gynecologists and 
teachers in the last generation is most welcome. 
Those who are familiar with the original German 
edition know the excellent qualities of the book. 
The German textbook was written in simple lan- 
guage in the author’s interesting, personal style. A 
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previous English translation was prepared under the 
supervision of W. A. N. Dorland in 1939. The illus- 
trations, most of which are in color, are beautiful, 
accurate, and instructive. The book is divided into 
six sections dealing with (1) gynecologic laparot- 
omies, (2) vaginal operations, (3) operations for 
urinary incontinence, (4) curettage of the uterus, 
(5) herniotomies, and (6) intestinal operations. 
The third chapter occupies 53 pages, but only half 
a page is devoted to treatment of fresh ureteral in- 
juries, and nothing at all is said about fresh bladder 
injuries. There is a special section on drainage of 
the abdominal cavity with illustrations showing both 
abdominal and vaginal drainage. Few American 
gynecologists today drain the abdominal cavity. A 
few references are cited, and they are practically 
all German contributions. In spite of these minor 
criticisms, this book is one of the foremost contri- 
butions on gynecologic surgery in any language. 
The fact that the original German book is now in 
its seventh edition is evidence of its great popular- 
ity and usefulness. The translators are to be con- 
gratulated for having accomplished their task so 
well, and the publishers also deserve commendation 
for their part. 


The Compleat Pediatrician: Practical, Diagnostic, Thera- 
peutic and Preventive Pediatrics for the Use of General Prac- 
titioners, Pediatricians, Interns, and Medical Students. By 
Wilburt C. Davison, M.E., D.Sc., LL.D., James B. Duke 
Professor of Pediatrics, Duke University School of Medicine, 
Durham, N. C., and Jeana Davison Levinthal, B.A., M.D., 
Instructor in Pediatrics, University of Michigan School of 
Medicine, Ann Arbor. Seventh edition. Paper. $4.25 prepaid. 
257 sections; no pagination. Duke University Press, Durham, 
N. C., 1957. 

This new edition of a widely known reference 
work has been completely rewritten in collaboration 
with the author's daughter. Salient facts from 6,000 
recent articles have been incorporated, and much 
that is obsolete has been deleted. As in preceding 
editions, this book provides a maximum of factual 
material in a handily transportable volume. The sub- 
ject matter is carefully organized into chapters on 
the systems of the body plus certain special chapters. 
Each disease entity is considered in easily located 
paragraphs with emphasis on diagnosis and treat- 
ment. The index is extremely complete, and cross- 
references within the text are almost too abundant. 
Few diseases or syndromes are not at least men- 
tioned for identification. While the emphasis is on 
facts, information on the trend of medical opinion 
is still provided—tor instance, the current discarding 
of the concept of thymic death and the inadvisa- 
bility of irradiating the thymus in young children. 
Though not intended as a textbook, this book is a 
ready source of facts on all aspects of child care. 
With its exhaustive lists of causes of symptoms, it 
should be particularly useful in problems of differ- 
ential diagnosis. 
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Slit Lamp Gonioscopy. By George Gorin, M.D., Associate 
Attending Surgeon, Manhattan Eye, Ear & Throat Hospital, 
New York, and Adolph Posner, M.D., Associate Clinical 
Professor of Ophthalmology, Albert Einstein Medical Col- 
lege, New York. Cloth. $7. Pp. 176, with 67. illustrations. 
Williams & Wilkins Company, Mount Royal and Guilford 
Aves., Baltimore 2, 1957. 


Gonioscopy, the technique of examining the angle 
of the anterior chamber of the eve, has only re- 
cently become a standard method of procedure. 
The principal value of such a visualization lies in a 
study of the evaluation of the state of the angle in 
relation to the type of glaucoma present and the 
type of operation that is most likely to be effective. 
While not indispensable as a criterion of operative 
indication, it is nevertheless a valuable help in 
certain cases. 

The authors have done an excellent service in 
presenting in comprehensive and intelligible form 
the anatomy of the anterior chamber and the drain- 
age channels, the comparative anatomy and em- 
bryology of the angle, the technique of slit-lamp 
gonioscopy, and the gonioscopic findings in normal 
and diseased eyes. Included is a short history of 
gonioscopy and the various methods of examination, 


with preference expressed for the Goldmann lens, 


a modern slit-lamp, and the patient in the sitting 
position. Although all experts in this field will not 
agree, logical reasons are presented for this prefer- 
ence. The book is timely, accurate, up-to-date, well- 
written, and adequately illustrated. It is recom- 
mended for the ophthalmologist who is interested 
in acquiring a satisfactory gonioscopic technique. 


Alcoholism: Basic Aspects and Treatment. Arranged and 
edited by Harold E, Himwich. Symposium held under aus- 
pices of American Association for Advancement of Science 
in cooperation with American Psychiatric Association and 
American Physiological Society, presented at Atlanta, Geor- 
gia, meeting, December 27-28, 1955. Publication no. 47 of 
American Association for Advancement of Science. Cloth. 
$5.75. Pp. 212, with illustrations. The Association, 1515 
Massachusetts Ave., N.W., Washington 5, D. C., 1957. 


This symposium brought together a group of em- 
inent chemists, physiologists, pharmacologists, phy- 
sicians, and psychologists for a discussion of the 
problems of alcoholism. In the first section of this 
monograph, there are fundamental studies on alco- 
hol metabolism, associated stress reactions, effects 
of alcohol on carbohydrate metabolism, effects of 
alcohol on the central nervous system, effects of 
vitamins, and methods for hastening the metabolism 
of alcohol. The second section deals with the clinical 
aspects of the disease, including management of the 
acute intoxication, comatose states, and delirium 
tremens and the long-range care of the alcoholic pa- 
tient from the psychodynamic, sociological, and 
pharmacological points of view. There are several 
papers on the use of the newer deterrent and tran- 
quilizing agents. Major problem areas are defined, 
and paths for future research are opened up. It is 
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an encouraging report, the first of several planned, 
using a sound multidisciplinary approach. It should 
be of great value to all who are interested in either 
the research or clinical aspects of this disease. 


Degenerative Changes in the Sternoclavicular and Acromi- 
oclavicular Joints in Various Decades. By Anthony F. De- 
Palma, M.D., James Edward Professor and Head of Depart- 
ment of Orthopedic Surgery, Jefferson Medical College, 
Philadelphia. Publication number 309, American Lecture 
Series, monograph in Bannerstone Division of American Lec- 
tures in Orthopaedic Surgery. Edited by Charles Weer Goff, 
M.D., Associate Clinical Professor of Orthopaedic Surgery, 
Yale University School of Medicine, New Haven, Conn. Cloth. 
$5.50. Pp. 178, with 105 illustrations. Charles C Thomas, Pub- 
lisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell 
Scientific Publications, 24-25 Broad St., Oxford England; 
Ryerson Press, 299 Queen St., W., Toronto 2B, Canada, 1957. 


This monograph demonstrates the extensive work 
of the author and his associates in this field. The 
descriptions of the degenerative changes are divided 
into the various decades, with a careful examination 
of the sternoclavicular and acromioclavicular joints. 
Subsequent chapters describe the microscopic 
changes. One section is devoted to the changes of 
torsion in the clavicle which result in three distinct 
types of acromioclavicular joint. It is interesting 
to note that degenerative changes appear in the 
acromioclavicular joint as early as the second dec- 
ade, whereas these changes do not appear in the 
sternoclavicular joint until the third decade. The 
roentgenographic changes correspond in general to 
the gross findings. This book is interesting from a 
purely clinical research standpoint, but the clinical 
application of the changes described is discussed 
only briefly. 


An Atlas of Cardiac Surgery. Prepared by Jorge A. 
Rodriguez, M.D., Assistant Professor of Surgical Anatomy 
and Research Associate, Department of Surgery, University 
of Mississippi Medical School, Jackson. Cloth. $18. Pp. 250, 
with illustrations. W. B. Saunders Company, 218 W. Wash- 
ington Sq., Philadelphia 5; 7 Grape St., Shaftesbury Ave., 
London, W. C. 2, England, 1957. 

The details of intracardiac anatomy have been 
minimized until recently because of their restricted 
academic interest; but today, with open heart sur- 
gery a reality, a knowledge of these is essential. In 
this volume, not only are the details of most of the 
standard acceptable cardiac operations shown in 
clearly labeled drawings, but the possible compli- 
cations are given also. This fact demonstrates the 
thoroughness with which the author has constructed 
his book. Many of the unpublished “key maneuvers” 
to the various operations are emphasized. The 
section of this book entitled “Adjuvants to Cardiac 
Surgery contains material that ranges in variety 
from technical details of instruments to the steps 
necessary for hypothermia and the setting up of 
extracorporeal circulation systems. To anyone in- 
terested in present-day cardiac surgery, this book 
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offers a simple and complete review. The large, 
clear drawings are easy to follow, and represent 
much valuable material. This review of cardiac 
surgery should appeal to intern, resident, and 


staff alike. 


Calderwood’s Orthopedic Nursing. Revised by Carroll B. 
Larson, M.D., F.A.C.S., Professor of Orthopedic Surgery and 
Chairman of Department, State University of Iowa, Iowa 
City, and Marjorie Gould, R.N., B.S., M.S., Supervisor of 
Orthopedic Nursing, State University of Iowa. Fourth edi- 
tion. Cloth. $5.75. Pp. 701, with 308 illustrations. C. V. Mosby 
Company, 3207 Washington Blvd., St. Louis 3, 1957. 

This new edition was compiled for the sole pur- 
pose of giving the student a compact, definite, yet 
simple insight into orthopedic nursing. New pro- 
cedures and the change in trends of care for the 
orthopedic patient are stressed. The content is 
broad and the descriptions and explanations are 
expressed in a simple but adequate manner. The 
illustrations are self-explanatory and should be help- 
ful to the student nurse and also to auxiliary per- 
sonnel. 


The Physiology of Induced Hypothermia: Proceedings of 
a Symposium 28-29 October 1955. Convened by the Division 
of Medical Sciences, National Academy of Sciences—Nation- 
al Research Council with the Sponsorship of the United 
States Army, Navy, and Air Force. Robert D. Dripps, M.D., 
chairman and editor. Publication 451. Cloth. $3.50. Pp. 447, 
with illustrations. National Research Council, 2101 Consti- 
tution Ave., Washington 25, D. C., 1956. 

This excellent symposium is organized into five 
main sections dealing with (1) general physicochem- 
ical and physiological considerations of hypother- 
mia, (2) effects of hypothermia on specific systems, 
(3) myocardial irritability and hypothermia, (4) clin- 
ical application of induced hypothermia, and (5) 
techniques of inducing hypothermia. Each section 
is written in an authoritative fashion with extensive 
bibliographies, where applicable. Though this field 
is relatively young and rapidly changing, this book 
should be read by all who are interested in the 
subject. The authors present the material clearly 
and thoroughly. The reviews and discussions serve 
to blend the various sections into a more homogene- 
ous mass than is usual in symposiums. This book 
should be of special interest to anesthesiologists, 
surgeons, physiologists, and pharmacologists. Vari- 
ous members of other medical specialties would do 
well to read the sections pertaining to their fields. 


Pulmonary Complications of Abdominal Surgery. By 
Anthony R. Anscombe, M.S., F.R.C.S., Senior Lecturer in 
Surgery, St. George’s Hospital, London. Cloth. $4. Pp. 121, 
with 36 illustrations. Year Book Publishers, Inc., 200 E. 
Illinois St., Chicago; Lloyd-Luke (Medical Books), Ltd., 
49 Newman St., London, W.1, England, 1957. 


The material for this monograph was taken from 
the 1955 Moynihan Prize Essay and a thesis on the 
effect of abdominal operations on the mechanical 
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function of the lungs. It is a sincere piece of work 
and particularly worthwhile, since most of the ex- 
periments were performed by the author. Anscombe 
concludes that abdominal operations adversely 
affect the mechanical functions of the lungs by re- 
slucing the total lung capacity and maximal inspira- 
tory and expiratory flow rates. The causes of such 
phenomena are discussed theoretically. Since the 
subject is controversial, its immediate clinical ap- 
plications are questionable. The author believes 
that in some instances morphine in small, spaced 
doses may have a more beneficial effect on pul- 
monary function than is generally supposed. Such 
subjects as the influence of tight dressings, ab- 
dominal distention, hydration, early mobilization, 
breathing exercises, and postural drainage are dis- 
cussed in an interesting manner. This book can be 
recommended to anyone interested in abdominal 
surgery. 


Fluid and Electrolytes in Practice. By Harry Statland, 
M.D., Associate in Medicine, University of Kansas School 
of Medicine, Kansas City. Second edition. Cloth. $6. Pp. 
229, with 31 illustrations. J. P. Lippincott Company, 227-231 
S. Sixth St., Philadelphia 5; 4865 Western Ave., Montreal 6, 
Canada; Pitman Medical Publishing Company, Ltd., 45 New 
Oxtord St., London, W. C. 1, England, 1957. 


This second edition has been brought up to date, 
and minor errors have been corrected. The author 
handles the subject in such a way that he makes 
rather complex subjects easy to understand, Every 
medical school and hospital library should have a 
copy of this book. It can be recommended to all 
interns and residents dealing with patients in whom 
fluid or electrolyte problems exist. Even though 
other textbooks are available, the ease with which 
one can read this one gives it unusual value, The 
author is to be congratulated, primarily, because of 
the excellent organization, simplicity, and neatness 
with which the subject matter is handled. This book 
is divided into two parts, the first dealing with the 
basic principles of fluid movement and the second 
with the application of the basic principles to special 
problems. It is neatly and adequately illustrated. 
The paper, tvpe, and general organization are excel- 
lent. There is a more than adequate bibliography 
and a good index. The section on potassium has 
been modified slightly in view of recent knowledge. 


Surgeons All. By Harvey Graham, M.D. Foreword by 
Oliver St. John Gogarty. Cloth. $10. Pp. 459, with 23 
illustrations. Philosophical Library, Inc., 15 E. 40th St., 
New York 16, 1957. 

This book, which should prove interesting to both 
the beginning surgeon and the older surgeon who 
has retired and is looking back at the successes and 
failures in his life’s work, is also an excellent intro- 
duction for the medical student, and a most inter- 
esting story for the layman who is a doctor at heart 
and was only prevented by circumstances from 
becoming professionally trained. The foreword by 
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Gogarty is prehaps one of the best prefaces ever 
written to a book of this kind. The story of surgery 
begins in prehistoric times, develops to a surprising 
degree among the Egyptians, Greeks, and Romans, 
and then becomes lost, to be rediscovered in the 
Middle Ages. Some of the surgeons were wise, others 
foolish; some honest, others quacks; some brave, 
some timid; but almost all were interesting. The 
story is well told, and although not evervone would 
agree with Gogarty when he says, “This is the best 
book on surgery I have ever read,” all should agree 
that it is instructive and immensely entertaining. 


Mechanisms of Hypertension with a Consideration of 
Atherosclerosis. By Henry Alfred Schroeder, \1.D., F.A.C.P., 
Associate Professor of Medicine and Director, Hypertension 
Division, Department of Internal Medicine, Washington 
University School of Medicine, St. Louis. Publication num- 
ber 305, American Lecture Series, monograph in Bannerstone 
Division of American Lectures in Metabolism. Edited by 
S. O. Waife, M.D., F.A.C.P. Consulting editor: Paul Gyorgy, 
M.D., Professor in’ Pediatrics, University of Pennsylvania 
Medical School, Philadelphia. Cloth. $9. Pp. 379, with 39 
illustrations. Charles C Thomas, Publisher, 301-337. E. 
Lawrence Ave., Springfield, Il.; Blackwell Scientific Publi- 
cations, 24-25 Broad St., Oxford, England; Ryerson Press, 
299 Queen St., W., Toronto 2B, Canada, 1957. 


Investigators rarely set forth current working hy- 
potheses, however ingenious, in a monograph or 
supplement the available pertinent data with in- 
formation of widely varying revelance. The result, 
in this case, is a complex and unusual book. It will 
be useful only to those who are able to evaluate 
critically the evidence behind the author's concepts 
of hypertension and atherosclerosis. He assumes 
these to be diseases of Western civilization and 
attributable in part to accumulations in certain en- 
zyme systems of toxic trace elements, particularly 
cadmium. The arrangements of the bibliography 
and of some of the tabular material, as well as the 
obscurity of many sentences, indicates carelessness 
in editing. All in all, this is an interesting reference 
book, but it does little to inform the practicing phy- 
sician or cardiogolist. 


The Hill of Venus. By Merrill Moore. Poems of men and 
women reacting to, puzzled by, and suffering from love, its 
fulfillments and its frustrations. Cloth, $3. Pp. 71. Twayne 
Publishers, New York 3, 1957. 

This is the newest series of poems by a Boston 
psychiatrist, who has a total of 14 books of “son- 
nets” to his credit. A few titles of individual verses 
best describe the contents: “I Doubt If Pullman 
Porters Ever Tell Each Other the Sad Stories They 
Know’ ;“She Was the Praving Mantis Sort of Wife”; 
and “It Was Easy to Understand: She Was Excited.” 
No doubt some physicians will enjoy this type of 
reading; some of their pleasure will be derived 
from trying to “psychoanalyze” the author. One of 
the verses seems particularly appropriate: 


There is such a thing as trying too hard, 
And I have known people to fail because of it. 
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QUERIES AND MINOR NOTES 


ORTHOPTICS 


To THe Eprror:—Exactly what is orthoptics, and does 
the medical profession consider it as having value in 
the treatment of eye deviations? M.D.., Illinois. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Ep. 


Answer.—Orthoptics may be defined as the study 
and treatment of the binocular functions of vision, par- 
ticularly the deviations of the ocular muscles. All or- 
thoptic technicians are employed or sponsored by 
ophthalmologists; so, the term “orthoptic” is not fa- 
vored by optometrists. Optometrists call their treat- 
ment “visual training.” 

Ophthalmologists use orthoptics to treat hetero- 
phoria, for diagnosis of certain types of heterotropia, 
and in preparation for surgery. The treatment seldom 
needs to be continued for more than a few months. It 
will never change the angle of ocular deviation, but 
only the ability of the eves to fuse binocular images. 
Some optometrists continue visual training for hetero- 
tropia several years, This becomes expensive, and the 
visual results are not usually as satisfactory as they 
are from early surgery. Ophthalmologists do not pre- 
scribe orthoptics for myopia, asthenopia, or headache, 
unless there are detects in ocular motility. Many re- 
strict the use of orthoptics to children, in whom fusion 
powers are more adaptable and faulty habits of false 
fusion less firmly established. 


Axswer.—Orthoptics is the term applied to that part 
of the practice of ophthalmology which is concerned 
with training the individual to use his eyes correctly 
with efficiency and comfort. It is essentially an educa- 
tional process and not a form of ocular calisthenics. 
It has as its aim the establishment, reestablishment, or 
improvement of normal binocular functions and skills. 

Orthoptic training is an important adjunct to the 
treatment of some types of eye deviations, In manifest 
squint cases, its purpose is to restore normal visual 
acuity in amblyopia ex anopsia (loss of vision from 
disuse), to establish normal retinal correspondence 
if not present, and to develop fusion with amplitudes. 
In latent squint cases, relief from headaches or general 
eye discomfort frequently results with improvement of 
poor fusion habits. Orthoptic training is an alternative 
neither to surgery nor to the prescription of glasses, 


The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any medical or other organi- 
zation unless specifically so stated in the reply. Anonymous communications 
cannot be answered. Every letter must contain the writer’s name and address, 
but these will be omitted on request. 


but it is frequently recommended in conjunction with 
either or both. A functional cure will frequently insure 
maintenance of a cosmetic correction. 

Orthoptic training should not be used _ indiscrimi- 
nately, In general, patients for such training should be 
selected on the basis of the fusion status, the onset of 
the strabismus, the age of the patient and his physical 
and mental capabilities, the neuropsychological con- 
dition, and the cooperation of the patient (and _par- 
ents). When indicated, orthoptic treatment should be 
instituted as soon as possible and particularly if there 
is a manifest squint. This is true regardless of the 
amount of the deviation. If the individual is too young 
for active orthoptic training, passive measures can be 
taken to prevent the adoption of poor visual habits. 

In summary, it may be stated that orthoptic train- 
ing is of definite value in the treatment of many eye 
deviations. It should be used with care in hypersensi- 
tive individuals and should not be employed as routine 
treatment in unselected cases. 


DIAGNOSIS AND TREATMENT OF FILARIASIS 
To tHe Eprror:—A 32-year-old ex-Marine contracted 
filariasis in 1943 while serving in the South Pacific. 
It is assumed that the filarial infecticn was pro- 
duced by Wuchereria malayi, since both upper ex- 
tremities are still involved, with intermittent painful 
episodes of edema. Please supply information  re- 
garding recent changes in the treatment of filariasis. 
Would such an individual be considered safe as a 
handler of foods supplying a large population area? 
Charles J. Rey Jr., M.D., Macon, Ga. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Ep. 


Answer.—Assuming that nonparasitic causes have 
been ruled out, it would seem likely that Wuchereria 
malayi rather than W. bancrofti has been the culprit 
in the case of this ex-Marine because of the limitation 
of clinical manifestations to the arms. In any Case, 
both parasites live in lymphatic vessels and _ tissues, 
and presumably the mechanism resulting in early and 
late Ivmphedema is the same for both. Early, there 
is lymphangitis, with pronounced cellular reaction 
about the adult worms. Some lymph stasis and clini- 
cally evident edema may occur, but if repeated in- 
fections are avoided and if the involved areas remain 
bacteria-free, these early complications are ordinarily 
transitory. Later, when repeated infections have oc- 
curred, when bacteria complicate the local inflamma- 
tory process in the lymphatics, or when individuals 
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are peculiarly sensitive to the filarial parasites, the 
involved lymphatics may be reduced to borderline 
performance or become incompetent. 

The patient under discussion appears to have 
reached the stage of borderline lymphatic competence, 
and it would be of interest to know whether the 
intermittent painful episodes of edema are related to 
unusual exertion, to intercurrent infections elsewhere 
in the body, or to incidents of allergic stress (e. g., hay 
fever, asthma, etc.). Avoidance or prompt attention 
to these factors might prevent or ameliorate the edema. 

Although it is unlikely that living parasites remain, 
a Clinical trial of diethvlcarbamazine citrate ( Hetra- 
zan) might be justified, since clinical improvement 
has been reported after its use, even in some long- 
standing advanced cases. There is no reason associated 
with this individual’s old filarial infection to feel that 
he would not be entirely safe as a food handler. 


Answer.—The filarial worms Wuchereria bancrofti 
and W. malavi are classified under the tissue-inhabit- 
ing nematodes. These delicate thread-like adult worms 
live in the lymphatics of man. W. bancrofti usually 
seeks the lymphatics of the groin and affects the 
genitalia and lower extremities. Envolvement of the 
arms and mammary glands occurs more frequently in 
infection with W. malayi. Also, with W. malayi the 
infiltration with eosinophils is especially marked in 
the peripheral lymphoid sinuses. 

Man is the definitive host. The females discharge 
their young in a prelarval stage called microfilariae 
which circulate in the blood usually at night. These 
microfilariae are sheathed. The intermediate host is 
the mosquito, with many different species, including 
Culex fatigans, acting as vectors. Symptoms of pain, 
swelling, fever, and lvmphangitis appear about four 
months after infection and have a tendency to recur. 
Eosinophilia is characteristic. Some workers believe 
that these acute recurring attacks are caused by sec- 
ondary infection, some believe that they are allergic, 
while others are of the opinion that they are caused 
directly by the worms and their by-products supple- 
mented by the reaction of the host. 

The patient described has had the infection tor 
14 vears. It would be valuable to know whether micro- 
filariae still circulate in the blood at night between 
the acute attacks, for they are seldom found during 
exacerbations. It might be wise to see whether the 
intradermal test is positive. Antigen trom Dirofilaria 
immitis can be used. The skin test is of value too in 
evaluating the effectiveness of treatment. 

There is no specific treatment. The following drugs 
are used, with the general results listed. 1, Antimony is 
of no value. 2. Antibiotics are ineffective except for 
treatment of secondary infection. 3. Aspirin in moder- 
ate doses will terminate the fever in a few hours, Some 
workers believe that this classic and ancient remedy 
is the best (Thooris: Bull. Soc. path. exot. 49:317, 
1956). 4. Desensitization may be obtained with extract 
of Dirofilaria immitis. Injection of this antigen in in- 
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creasing concentrations intradermally reduced the 
number of crises by 90% in five months according to 
Thooris ( Bull. Soc. path. exot. 49:317, 1956). 5. Corti- 
sone has been used in the treatment of elephantiasis 
according to Markell and Kerrest (Am. J. Trop. Med. 
4:930, 1955). These authors believe that it is effective 
through anti-inflammatory action. They say further, 
“Although induration usually reappeared or increased 
shortly after cessation of treatment, in one patient this 
did not occur until after a lapse of about two months.” 
6. Diethvlcarbamazine citrate, better known in this 
country by the trade name of Hetrazan and in Europe 
as Banocide and having the formula, 1-diethylear- 
bamyl-4-methylpiperazine dihydrogen citrate, is effec- 
tive when administered by mouth only and after meals. 
In general, the dosage during the acute phase of the 
disease varies trom 1 mg. to 2 mg. per kilogram of 
body weight administered three times daily for 20 days 
or more, depending on the reaction of the patient. If 
there are untoward symptoms, the drug should be 
discontinued for a day or two. At this time antihista- 
mine drugs are of help. 

In conclusion, diethylcarbamazine citrate will 
terminate filarial fever and decrease the number of 
circulating microfilariae. Many different regimens are 
used in the administration of this drug between acute 
attacks. The most effective dosage seems to be 50 mg. 
administered one day each month for 12 months or 
longer This decreases the number of attacks and their 
intensity. The sedimentation rate and the eosinophil 
count are also reduced according to Nelson and 
Cruikshank in “Filaria in Fiji, 1944-1955.” 

Filariasis is never passed directly from man to man. 
\ patient who suffers from filariasis only is pertectly 
safe as a food handler, 


MYOCARDIAL INFARCTION 

To tHe Eprror:—There is an impression that a rela- 
tively large proportion of myocardial infarctions 
occur on the golf course, considering the small per- 
centage of man-hours spent on that course. Is there 
any available information as to whether a relatively 
hich number of deaths from infarctions occur on the 
colf course? Is there any known mechanism whereby 
the violent arm motions might constrict the chest 
and in some way interfere with cardiac filling or, 
perhaps, bruise the intima of the coronaries? 

Solomon Garb, M.D., Yonkers, N. Y. 


\vswen.—There is no scientific evidence to incrim- 
inate the normal participation in golf as a predisposing 
factor in myocardial infarction or as a precipitating 
factor. As is well known, most episodes of infarction 
occur either in the course of activities usual for the 
individual, such as walking, driving, or playing golf, 
or during sleep. It is true that a small percentage of 
infarcts are associated with physical trauma or with 
unusually vigorous effort not customary for the indi- 
vidual (which might conceivably include strenuous 
participation in golf by a person unaccustomed to 
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playing it regularly ), and in such cases there might be 
a possible relationship. Even here, it is difficult to say 
with accuracy what portion, if anv, of the blame for the 
attack should be attributed to the trauma or effort. 

It is likewise difficult to see how the ordinary head, 
arm, and trunk motions used in the golf swing would 
do other than transiently increase the cardiac output 
and perhaps in individuals with coronary atherosclero- 
sis possibly precipitate angina. The return of venous 
blood to the heart would be augmented. Specific in- 
jury to the coronary arteries could not occur without 
direct trauma to the thorax, although hemorrhage into 
an atherosclerotic plaque might occur coincident with 
effort as well as with rest. 


TOXOPLASMA INFECTION AND PREGNANCY 


To tHe Eprror:—A baby that was delivered of a 19- 
year-old woman died two hours after normal birth. 
Autopsy showed a marked hydrocephalus due to 
Toxoplasma infection. A test made on the mother’s 
blood about six weeks post partum was reported 
positive at dilution of 1:256 or above with the Toxo- 
plasma dye test. Are further pregnancies advised, or 
is there a chance that this woman will have another 
intrauterine infected child? Is any treatment indi- 
cated for the mother who shows no clinical evidence 
of disease? 


Raymond F. Braun, M.D., Olmsted Falls, Ohio. 


This inquiry has been referred to two consultants 
whose respective replies follow.—Eb. 


Answer.—Antibodies to Toxoplasma infection are 
found in large numbers of presumably healthy women 
and have been discovered as late as 10 vears after an 
infection. Authorities differ as to whether the presence 
of a high antibody titer will affect the fetus. Some even 
say that it protects the fetus from latent Toxoplasma 
infection. Holmdahl (J. Obst. & Gynaec. Brit. Emp. 
60:765, 1953) thinks that there is no risk to the fetus 
of a future pregnancy in being infected, no matter 
what phase of Toxoplasma infection the mother is in 
prior to the pregnancy. He thinks that there is no 
reason to advise any woman against having another 
pregnancy, either because she has borne a child with 
the disease or because she shows a high titer. In view 
of the above facts, no treatment of the mother is 
indicated. 

There may have been autopsy evidence to indicate 
that the hydrocephalus in the present case was asso- 
ciated with other lesions known to occur in infants 
exposed to maternal Toxoplasma infection in utero, 
but there is no statement to this effect. In the absence 
of such evidence there would seem to be no reason 
to believe that the hydrocephalus necessarily was 
caused by this infection. 


Answer.—This unhappy clinicopathological sum- 
mary is classic for congenital human Toxoplasma 
infection. It is believed that, when Toxoplasma gondii 
invades the nonimmune pregnant woman, parasitemia 


QUERIES AND MINOR NOTES 1221 


occurs. From resulting focal lesions in the placenta 
the fetus becomes infected. The great majority of such 
“jnapparent” infections occur in women between 1S 
and 30 vears of age. Only rarely are early postpartum 
dye-test titers less than 256, and the majority give 
positive tests at dilutions of 1:4,096 or more. Titers fall 
off extremely slowly, on the average, usually being 
1:64 or greater after 10 or more vears of observation. 
Presumably this means that viable Toxoplasma organ- 
isms are still present, stimulating antibody formation. 

In spite of this persistence of viable parasites in these 
women, the Toxoplasma organisms are apparently 
within cells and unable to cause parasitemia. Activa- 
tion of latent infections has been postulated, but all 
available clinical evidence is against this concept. 
(Even in experimental animals prolonged administra- 
tion of adrenal cortical steroids is required to induce 
dissemination, and even this unphysiological and arti- 
ficial procedure does not cause activation in every 
case.) To this consultant’s knowledge, there are no 
reports of cases of congenital Toxoplasma infection in 
which offspring of later pregnancies became infected. 

With these considerations in mind, there would 
seem to be no reason related to Toxoplasma infection 
why this woman should not be advised to have chil- 
dren. Chances of a second intrauterine fetal infection 
are essentially zero. Assuming that careful ophthalmo- 
scopic examination for chorioretinitis is negative and 
that there is no other clinical evidence of disease, no 
treatment is indicated for the mother. An excellent 
discussion of all important aspects of Toxoplasma in- 
fection is to be found in the Annals of the New York 
Academy of Sciences (64:152, 1956). 


BLOOD TRANSFUSION DURING 

LUMBAR DISK SURGERY 

To tHe Eprror:—Please supply information regarding 
the routine administration of 1 to 3 pt. of blood 
during excision of intervertebral cartilage (pro- 
lapsed lumbar disk). The preoperative blood cell 
count and hematocrit reading of the patient are 
normal or above normal, and he does not experi- 
ence shock during surgery. However, the patient 
bleeds profusely, and attempt at hemostasis would 
greatiy lengthen the operative procedure. Will the 
speed of the operation, and consequently the safety 
of the patient, be enhanced by administration of 
blood transfusions to a degree compensating for the 
inevitable hazards of transfusions? 

Ralph C. Green, M.D., Johnstown, Pa. 


This inquiry has been referred to two consultants, 
whose respective replies tollow.—Eb. 


Answer.—The routine administration of blood trans- 
fusions without adequate reasons for the administra- 
tion should be discouraged. No matter how carefully 
the donor blood is obtained and stored, how accur- 
ately the accepted laboratory work is done on the 
donor blood and the recipient blood, and how ex- 
pertly the administration of the blood transfusion is 
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carried out, a certain number of transfusions will be 
followed with a greater or less degree of untoward 
reaction. The two important indications for blood 
transfusions during operation are to increase the cir- 
culatory blood volume and to increase the oxygen- 
carrying power of the blood. 

In this particular instance with the patient not ex- 
periencing shock, if bleeding is sufficient to lower the 
volume of the circulating blood or to impair the trans- 
portation of sufficient oxygen to supply the patient's 
needs, the administration of sufficient blood to correct 
these deficiencies is in order, This consultant is very 
conservative in the use of blood transfusions without 
very good reasons for their administration. 


Answer.—In surgery on a prolapsed lumbar disk 
(without spinal fusion), there should not be the loss 
of more than 300 cc. of blood in the average case and, 
therefore, no need for a blood transfusion. The epi- 
dural plexus of veins anterior and lateral to the dural 
sac is the source of most of the bleeding. These veins 
should be carefully packed with Cottonoid strips 
placed between the dura and the bone. The dura 
should not be opened. In positioning the patient for 
operation, there should be no pressure on the abdo- 
men. Either the symphysis pubis and the chest should 
be supported, or one should use the kneeling position 
(Ecker: Surgery, 25:112, 1949). It is also advisable 
that intrathoracic pressure not be increased by the 
anesthetist. 

Other sources of bleeding are bony edges, which 
may require bone wax, and vessels in ligamentous 
tissue, which may require electrocoagulation. It is only 
when bleeding is not profuse that the surgeon can 
clearly see what he is doing. He must be patient and 
take the time necessary to obtain optimal hemostasis. 


INFECTIONS FROM PILLOWS 

To THE Eprror:—Can it be true that not only hospitals 
and hotels but also thousands and thousands of 
persons use pillows for a long period of time, satis- 
fied with just a change of pillow slips and never 
realizing that the feathers may be permeated with 
dangerous germs left through various illnesses? 
Some of these germs may be even more serious than 
the common cold virus, such as those causing diph- 
theria, scarlet fever, chickenpox, and poliomyelitis. 
Research might well be done to determine whether 
germs from various diseases actually are present 
and whether they can multiply and live in feather 
pillows and feather beds. Has any work been done 
on infections from feathers in pillows, and has any 
educational program been launched concerning the 
renovation and sterilization of pillows? 


Joseph J. Labow, M.D., Elizabeth, N. J. 


Answer.--Beyond the laundering of linen, most hos- 
telries, general hospitals, railway sleeping cars, and 
others employ no routine procedure for cleansing pil- 
lows, mattresses, or bedding. Although “thorough 
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cleaning” of such materials is recommended in ter- 
minal disinfection after many contagious diseases, 
“sterilization” is recommended only after smallpox, 
pemphigus neonatorum, and perhaps plague (Control 
of Communicable Diseases in Man, New York, Ameri- 
can Public Health Association, 1955). 

No definitive epidemiologic studies have been under- 
taken to assess any human health effect that may re- 
sult from exposure to “public pillows.” Nor has system- 
atic attempt been made to measure the frequency of 
recovery of recognized pathogens from, or their per- 
sistence in, pillow ticking or pillow feathers. Never- 
theless, laboratory studies do indicate that, independ- 
ently or in various combinations, heat, formaldehyde, 
ozone, and ultraviolet light can decrease appreciably 
the indigenous microbes of feathers obtained from 
dismantled pillows, Also, machines are commercially 
available for “sanitizing,” if not sterilizing, bedding 
materials and upholstered furniture. 

It is worth noting, however, that clinical and epi- 
demiologic features of certain infectious diseases have 
been studied thoroughly, and in many instances the 
relative importance of recognized modes of trans- 
mission are well established. Perhaps the absence of 
direct evidence in itself indicates that pillows and 
other bedding play, at best, a minor role in the spread 
of infections from man to man. 


PROMOTION OF FERTILITY 


To rue Eprror:—A 37-year-old woman who has a 30- 
day cycle suffered the loss of the fetus in a three 
months’ pregnancy one year ago. She apparently 
ovulates, since she notes the presence of mid- 
menstrual lower abdominal pain and has premen- 
strual cramps and tension. Fifteen years ago she 
underwent the removal of a right ovarian cyst, but 
apparently the ovary was left partially intact. There 
has been no pregnancy other than the one mentioned 
above. The patient recently had a Rubin test, and 
the tubes were patent. She is to some extent both- 
ered by a recurrent Trichomonas infection but uses 
Floraquin tablets for this. For some time she has 
been taking 1 grain (60 mg.) of Proloid once daily. 
But would Cytomel be more satisfactory than Pro- 
loid in promoting fertility? Would a preparation 
such as Stilbestrol taken orally be worth trying? 
Would estrogenic suppositories be of benefit, and, 
if so, what preparations would it be advisable to 
use and when should they be used? 


M.D., Tennessee. 


This inquiry has been reterred to two consultants, 
whose respective replies follow.—Eb. 


Answer.—In the particular patient mentioned, if 
there is a typical biphasic temperature chart, there 
would appear to be no apparent reason for the use of 
any estrogenic drug. If the problem is one of anovula- 
tion (lack of ovulation), then again there is no 
plausible reason that might recommend the use of 
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estrogenic drugs. Although it is not the philosophy of 
this consultant, there are those who would recommend, 
if there is a progestational defect, that progesterone 
administered orally or parenterally might be of aid in 
the latter part of the cycle. 

As to the use of Cytomel in the case of the infertile 
female, a definite place has been found for this drug 
in a group of select problems, these mainly being wom- 
en who have poor ovulation patterns as reflected in the 
use of the Farris rat hyperemia ovulation test. In this 
group the drug has been found definitely efficacious 
in women with a low or a low-normal type of meta- 
bolic index as indicated by the protein-bound iodine 
in the blood or the basal metabolic rate. The drug 
has also been observed to be useful in women with a 
normal metabolic index but abnormal ovulation pat- 
tern. The actual observation when the drug is bene- 
ficial is an increased hormonal response (hyperemia ) 
on the part of the rat’s ovary, indicating a more normal 
ovulation pattern. The magnitude of dosage that is 
used for this particular purpose varies with the indi- 
vidual between 12.5 and 50 meg. a day and in rare 
cases amounts to even 75 mcg. per day. 


ANSWER.—A woman who menstruates regularly and 
similarly ovulates before most, if not all, her menses is 
not lacking in estrogen, and Stilbestrol will be of no 
benefit; if given in daily doses of even 0.2 mg., it may 
temporarily inhibit ovulation. If the protein-bound 
iodine in the serum is below 4 mcg. per 100 cc., 
thyroid medication may help. If thyroid function is 
normal, it will not help. The administration of Cytomel 
in doses of 10 meg. per dev will do no harm and 
theoretically may help. 


FAMILIAL INABILITY TO USE THUMB 

To tHe Eprror:—A man, 50 years old, does not have 
the use of his right thumb; it is practically useless in 
his efforts to grasp articles or even to button his 
shirt. This condition seems to run in his family. An 
aunt on the maternal side had this disability, and his 
daughter, who is now 25 years of age, has developed 
the same condition during the past two years. Ap- 
parently the trouble starts after the age of 21 years: 
before that time both hands are apparently normal. 
There are no other symptoms or loss of muscular 
tone. Please supply information which might help 
this patient's condition. 


W. C. Browne, M.D., Curwensville, Pa. 


Answer.—In order to evaluate this query, it would 
be helpful to have further clinical information, par- 
ticularly as to whether there is any atrophy involving 
the thenar muscles. It is assumed that in all the in- 
dividuals concerned the weakness has involved the 
right hand and that these persons have been right- 
handed. This consultant is not aware of any genetically 
determined myopathy or muscular dystrophy which 
would involve only the muscles of the thumb. 
Similarly, he is not aware of a genetically determined, 
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isolated neuropathy which would primarily involve 
the major nerve of the thumb used in grasping func- 
tions, which would be the median nerve. 

However, in this case it may be assumed that there 
are a partial median nerve involvement and a partial 
thenar muscle atrophy. If so, several etiological fac- 
tors may be considered in each individual instance. 
There may be present a carpal tunnel syndrone with 
compression of the transverse carpal ligament at the 
wrist. This is frequently accompanied by pain and 
paresthesia, in addition to the weakness, and may be 
relieved by surgical section of this ligament. Some- 
times this tvpe of hand involvement may be secondary 
to prolonged use of certain tools and instruments or 
the constant repetition of movements causing these 
instruments to be held for a long time with pressure 
into the thenar area. This is a form of occupational 
neuropathy seen in carpenters, dentists, and persons 
who garden a lot. Another possibility is that there is 
a cervical rib compressing roots to the median nerve. 
Frequently, though, cases of partial thenar muscle 
atrophy occur without any known cause. 


MENSTRUAL IRREGULARITIES 

To tHE Eprror:—A 29-year-old woman has had for the 
past six months slightly irregular menstrual periods 
and spotting of several days’ duration between peri- 
ods. The periods are not excessive and are not pain- 
ful. She has been married for five years and has one 
normal child, 4 years of age. The pregnancy and the 
delivery were not complicated. The patient has 
always had excellent general health, and the gen- 
eral physical condition is entirely normal. The 
cervix is slightly larger than normal, its consistency 
is somewhat softer than normal, and the whole 
cervix is a deep bluish-purple color, not much un- 
like a decided Chadwick sign. The discoloration ex- 
tends onto the vaginal walls for about one third the 
length of the vagina; the remaining area of the 
vagina is of normal appearance. There is no erosion 
on the cervix and no break in the vaginal epitheli- 
um. When pressure is exerted against the cervix, it 
blanches, and when this pressure is released, it re- 
turns to its original color. During examination of 
the patient under anesthesia, there was hesitancy 
to grasp the cervix with a tenaculum for fear of 
causing excessive bleeding. What significance does 
this lesion have, what diagnosis is offered, and what 
treatment should be carried out? \{.D.. Montana. 


ANnswer.—The symptoms of which this patient com- 
plains, namely, slight irregularity of periods and oc- 
casional spotting between periods, are probably due 
to a mild endocrine disturbance and are not related 
to the signs found on examination. A curettage should 
have been done at the time the patient was examined 
under anesthesia so as to rule out any endometria! 
cause for bleeding; a curettage also has therapeutic 
value. If there is no indication for thyroid medication, 
cyclic estrogen-progesterone therapy should help to 


1224 QUERIES AND MINOR NOTES 


establish regular periods. In regard to the bluish dis- 
coloration of the cervix and the upper end of the va- 
gina, which blanches on pressure, this is probably due 
to varicosities in this area, for which no treatment is 
required. 


EPILEPSY 

To te Eprror:—A 7-year-old boy was seen in a Jack- 
sonian convulsion involving the right side. He soon 
came out of the convulsion and, after vomiting 
several times, seemed alert. Inasmuch as his nonfast- 
ing blood sugar level was 57 mg. per 100 cc., he was 
given sugar solutions in juices to be taken orally. 
Later the glucose tolerance (Exton-Rose) test showed 
a fasting blood sugar level of 43 mg. per 100 ce. 
After the administration of 1.75 Gm. of glucose per 
kilogram of body weight, the glucose tolerance test 
showed a blood sugar level of 95 mg. at one-half 
hour and of 196 mg. per 100 cc. at one hour. Accord- 
ing to the insulin tolerance test the fasting blood 
sugar level was 85 mg. per 100 cc. After the ad- 
ministration of insulin the blood sugar level was 
61.5 mg. at one-half hour, 59 mg. at one hour, 67 mg. 
at two hours, and 67 mg. per 100 cc. at three hours. 
Complete neurological and physical examinations 
have failed to reveal any abnormalities, and other 
laboratory tests have been negative. What is the 
probable diagnosis in this case? What further in- 
vestigations should be undertaken, and what treat- 
ment should be followed? 
Robert Z. Collings Jr.. M.D., Casa Grande, Ariz. 


Answer.—The most probable diagnosis in this case 
is epilepsy. A focal convulsion, such as this patient had, 
is seen in so-called idiopathic epilepsy as well as in 
secondary epilepsy. Of course, one should always keep 
in mind the possibility of a brain tumor in every 
patient who has a convulsion, particularly those pa- 
tients who present focal convulsions. It is not believed 
that the data presented indicate significant evidence 
of a hypoglycemic convulsion. 

An electroencephalographic study should per- 
formed, If this test reveals generalized abnormalities 
and the neurological examination fails to reveal any 
significant abnormalities, a diagnosis of epilepsy should 
be entertained, and the patient should be given anti- 
convulsant therapy. However, if the brain wave is 
normal or reveals focal abnormalities, the patient 
should be seen by a neurosurgeon. A pneumoenceph- 
alogram should be considered. However, normal 
electroencephalograms and also those with focal ab- 
normalities are seen in the case of patients with so- 
called idiopathic epilepsy. 

A hypocalcemic convulsion is not a significant con- 
sideration in this case but should not be ruled out. 
Blood calcium and phosphorus determinations should 
be obtained. If these additional investigations fail to 
reveal a cause for the seizure, the patient should be 
given daily anticonvulsant therapy. It is suggested that 
the administration of phenobarbital, 32 mg. three 
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times a day, be started. This medication should be 
continued daily for at least four years. If there should 
be a recurrence of seizures, the dosage of phenobarbi- 
tal should be increased still higher. The dosage should 
be increased to tolerance, if necessary. Other anticon- 
vulsants, such as diphenylhydantoin (Dilantin) so- 
dium, may have to be employed, if the seizures should 
recur in spite of the maximal tolerated dosage of 
phenobarbital. Anticonvulsant medication at the 
dosage which controlled the seizures should be con- 
tinued for at least four vears after the time of the last 
seizure, After this period it may be gradually with- 
drawn over the course of the subsequent year or two 
vears. 


PARAMYOCLONUS MULTIPLEX 
To THE Eprror:—Is there anything new in etiology or 
treatment of paramyoclonus multiplex? 
E. C. Heyde, M.D., Vancouver, Wash. 


Answer.—Reference to articles published on_ this 
subject during the past eight vears indicates that there 
is nothing new with respect to either the cause or the 
treatment of paramyoclonus multiplex. In a few in- 
stances, case reports suggest that there is an as yet 
undetermined metabolic disorder. On the other hand, 
the clinical picture is seen in a variety of organic brain 
dliseases. 


DELAYED BLOOD COAGULATION 


To THE Eprror:—Three patients have a blood coagu- 
lation time (Lee-White method) which is 3 minutes 
longer than the figure given for the upper limit of 
normal (5 to 10 minutes). They have normal blood 
cell counts and hemoglobin levels; also, clot retrac- 
tion is normal. Treatment has consisted of the ad- 
ministration of vitamin K (Mephyton) and also cal- 
cium gluconate, 15 grains (1 Gm.) twice daily. What 
method of approach is further recommended for the 
treatment of the condition, and is there any specific 
diagnosis for the delayed coagulation? 


Jack Webb, M.D., Blytheville, Ark. 


ANswerR.—A carefully standardized test of clotting 
time on venous blood, such as the Lee-White method, 
supplies useful information, but it is by no means a 
reliable measure of hemostatic efficiency. A normal 
clotting time is obtained in thrombocytopenic purpura, 
mild hemophilia, mild hypoprothrombinemic states, 
and other bleeding diseases. In determining the possi- 
bility of a bleeding condition, a carefully taken medical 
history, especially in regard to past bleeding episodes, 
and a physical examination are of utmost importance. 
If the patient has previously bled abnormally from 
minor injuries or operations or bruises easily, a study 
of his clotting factors is indicated. This should include 
determination of prothrombin time, platelet count, 
bleeding time, and prothrombin consumption. Treat- 
ment will be determined by the results of these tests. 
Vitamin K is indicated only if the prothrombin time 
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is significantly prolonged. Neither calcium gluconate 
nor any other salt of calcium has ever been shown 
to influence hemostasis. and therefore they are not 
recommended. 


JOINT INVOLVEMENT AND 
HYPOTHYROIDISM 


To tHE Eprror:—A 35-year-old man is in apparent 
perfect health except for a hypothyroid condition 
which requires the administration of 2 grains (0.12 
Gm.) of thyroid a day. During the past six months 
every joint in this patient has started “popping and 
grinding” as though it were full of dry sand. There 
has been no stiffness, soreness, redness, pain, or 
other discomfort. Would moderately strenuous exer- 
cise, such as water skiing, be contraindicated? 


M.D., Texas. 


ANSWER.—Insuuicient information is given to eval- 
uate the relation of joint involvement and _ hypo- 
thyroidism. In this consultant’s extensive experience 
with hypothyroid patients, the symptom of “popping 
and grinding” joints has not been noted. General phys- 
ical examination and further studies, such as de- 
termination of the basal metabolic rate and of the 
amount of protein-bound iodine in the serum, are 
suggested. There is no contraindication, as far as the 
thyroid state is concerned, to the physical exercise 
inquired about; there may well be, however, from an 
orthopedic viewpoint. 


TREATMENT OF AMEBIC HEPATITIS 


To THE Eprror:—Can emetine be given safely to a pa- 
tient with an old myocardial infarction? Are emetine 
and chloroquine still considered the best treatment 
for amebic hepatitis? If there are no_ intestinal 
symptoms, should such enteric agents as diiodohy- 
droxyquin (Diodoquin), oxytetracycline (Terramy- 
cin), carbarsone, or quinacrine (Atabrine) hydrochlo- 
ride be added to the regimen? Is the combination of 
diiodohydroxyquin and chloroquine a toxic one? 
What combination is best if dysentery is present? 


Leonard Breslaw, M.D., Los Angeles. 


Answer.—Emetine is definitely toxic to cardiac 
muscle and can be effectively replaced by chloroquine, 
which is practically nontoxic, in the case of a patient 
with an old myocardial infarction. Most cases of 
amebic hepatitis respond promptly to chloroquine. In 
resistant cases emetine must be used. No drug besides 
these two is known to be effective in amebic hepatitis. 
Amebic infection in the liver is always preceded by 
infection of the colon. Even though no intestinal symp- 
toms have been recognized and no amebas can be 
found in the feces, it should be assumed that an intes- 
tinal infection exists. Diiodohydroxyquin, oxytetra- 
cycline, or carbarsone may be used for the intestinal 
infection, but quinacrine is not effective. Combined use 
of diiodohydroxyquin and chloroquine has not been 
reported to produce toxic manifestations, 
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If dysentery (i. e., bloody diarrhea) is present, oxy- 
tetracycline is probably the best all-round drug to use; 
adult dose is 0.5 Gm. every six hours for seven days, 
or less if toxic symptoms appear. This is followed by 
10-day treatments with diiodohydroxyquin and car- 
barsone in succession. If there are symptoms or signs 
suggestive of amebic involvement of the liver, 0.5 Gm. 
of chloroquine phosphate a day is given concurrently 
for 14 days. 


ANESTHESIA AFTER REMOVAL 
OF PHEOCHROMOCYTOMA 


To THE Eprror:—A pheochromocytoma was success- 
fully removed from a 5-year-old boy four months 
ago. His blood pressure returned to normal and all 
his previous symptoms subsided soon after the oper- 
ation. At present the resting pulse rate is 84 to 90 
beats per minute. Is there any contraindication to 
the administration of an anesthetic for a_tonsil- 
lectomy at this time? 


M. Bernard Brahdy, M.D., Mount Vernon, N. Y. 


ANswER.—The successful removal of a pheochro- 
mocytoma in this patient should remove all danger 
from the administration of an anesthetic in tonsil- 
lectomy. Inasmuch as some patients have been found 
to have bilateral or multiple pheochromocytomas 
which may occur in an aberrant location, it would be 
wise to do a provocative test to rule out a second 
tumor. Histamine, 0.025 mg., should be given intra- 
venously, and the blood pressure observed carefully 
during the following 10 minutes. If there is no change 
‘or only a slight drop with a return to normal, this 
indicates good compensation and would tend to rule 
out the possibility of another pheochromocytoma. 
However, if there is a drop in blood pressure followed 
by a rise of 30 to 50 mm. Hg (or more) above the 
normal resting level, then the presence of another 
pheochromocytoma should be considered. 


ULTRASOUND AND MENSTRUATION 


To tHe Eprror:—A patient has been having regular 
ultrasonic treatments to the lumbar region for a 
nongynecologic condition. Treatments have been 
given for two months, and she has had two profuse 
periods since onset of therapy. Are there any reports 
of ultrasonic radiation causing menstrual irregu- 


larity? M.D., California. 


ANnswer.—Insofar as can be determined, there has 
been no report in the literature regarding the produc- 
tion of menstrual irregularity after applications of 
ultrasonic radiation. This form of therapy is, however. 
primarily thermal in its action, and it does produce 
increase of temperature locally and increase in flow 
of blood. It is quite possible, therefore, that repeated 
applications, as described, might have produced an 
increase in menstrual flow. It is well known that other 
similar forms of deep heating of tissues may cause 
increase in menstrual flow, and it is to be expected 
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that this form of heating of tissues might produce a 
similar effect. While no serious untoward result is 
likely to develop, it would probably be wise to avoid 
such ultrasonic treatment for three or four days prior 
to the expected period and during the actual period 
of menstrual flow. 


TREATING THE UNCONSCIOUS PATIENT 

To tHe Eprror:—When a patient who is hospitalized 
for the treatment of some organic illness becomes 
temporarily confused and uncooperative, either as 
a result of his organic illness or as a result of enceph- 
adlopathy secondary to conditions such as uremia, 
hepatic failure, or alcoholism, does the attending 
physician have the right to forcibly administer 
medicaments that in his judgment are necessary 
for the welfare of the patient? Or must the patient 
be formally adjudged insane before any forcible 
treatment may be administered? What are the phy- 
sician’s actual rights and liabilities in such a case? 

Herbert J, Rosen, M.D., Dover, N. J. 


Answer.—In cases of emergency where the patient 
is unconscious or incompetent to consent to medical 
treatment, the law will generally imply that, if the 
patient was able to rationally comprehend the situa- 
tion, he would have given consent to treatment for the 
preservation of his own life. This is particularly true 
where a physician is employed by a patient who later 
becomes irrational because of his illness. A logical 
presumption would be that the initial consent to treat- 
ment by the attending physician is valid until the 
patient has the rational means to terminate the phy- 
sician’s employment. 

If an attending physician fails to give necessary 
medication for the preservation of the life of a patient 
who has become temporarily incompetent, merely be- 
cause the patient is uncooperative due to illness, the 
physician may possibly be held legally responsible for 
adverse results. In the opinion of this consultant, a 
physician, having express or implied consent, should 
not risk a patient's life by delaying necessary medical 
treatment to a patient who is temporarily incompe- 
tent and uncooperative because of his illness, until the 
patient is adjudged insane by a court. 


TREATMENT OF OXYURIASIS 

To tHe Eprror:—In treating oxyuriasis (Enterobius 
vermicularis infection), what is the limit to the num- 
ber of courses of therapy that can be given with 
piperazine (Antepar) citrate and with methylrosani- 
line chloride (Gentian Violet)? How often can a 
course of these drugs be given, and what is the limit 
of the daily dose of each that can be given to adults? 

M.D., New York. 

Answer.—If the courses of therapy with piperazine 

citrate or methylrosaniline chloride are spaced 14 days 

apart, they can be repeated indefinitely without ill- 

effect to the patient and can be given every 14 days. 

The limit of the daily dose of methylrosaniline which 


J.A.M.A., Nov. 2, 1957 


can be given to adults is 1 mg. per pound of body 
weight divided into three daily doses and given one 
hour before meals for eight days. After a rest of one 
week, the administration of the drug is repeated for 
eight more days. This constitutes one course of 
methylrosaniline, The limit of the daily dose of piper- 
azine for adults is 70 mg. per pound of body weight, 
not to exceed 3.5 Gm. This can be given in a single 
daily dose. 


DEPIGMENTATION AFTER EXPOSURE 
TO SUNLIGHT 


To tHe Eprror:—It has been noted that a white healthy 
child will often develop areas of depigmentation on 
its face and body after exposure to the sun. These 
areas are asymptomatic and occur in children who 
have lived all their lives in hot desert areas and yet 
have never before developed these lesions, What is 
the most likely diagnosis? What treatment is sug- 


gested? Albert C. Merkin, M.D., Las Vegas, Nev. 


Answer.—The ditlerential diagnosis of localized loss 
of pigment (maculas) on the face and trunk includes 
four possibilities. 1. Vitiligo, which is relatively un- 
common, usually milk-white, without scaling, and pres- 
ent usually around the eyes and mouth, in the axillas 
and flexor aspects of the wrists, and around pressure 
points (knees, malleoli, etc.). 2. Tinea versicolor, a 
fungous disease caused by Malassezia furfur and rarely 
present on the face. The loss of pigment is incomplete 
and the areas are not milk-white as in vitiligo. Usually 
the maculas are small (1-6 mm.), associated with fine 
scales, and the diagnosis is easily established by direct 
examination of the scales for fungus with 10% potas- 
sium hydroxide. 3. Postinflammatory depigmentation, 
which may occur, inter alia, after involution of 
psoriasis or atopic eczematous dermatitis. The diag- 
nosis is usually not difficult if a careful history is taken 
or if the typical regional pattern and lesions of 
psoriasis and atopic eczematous dermatitis are 
searched for. 4. So-called turfuraceous impetigo, 
sometimes called erythema streptogenes. This is a 
poorly understood and probably misnamed pattern of 
skin changes. The lesions are not caused by bacteria 
and are not a form of impetigo. The disease is especial- 
ly common in children who tan readily and either oc- 
curs during the summer months or is apparent during 
this period. The lesions are characterized by fine, scal- 
ing, 2-5-cm. maculas on the face and more rarely on 
the trunk. 

Vitiligo may be treated with S-methoxypsoralen 
(Conn: Current Therapy, Philadelphia, W. B. Saun- 
ders Company, 1957). Tinea versicolor is chronic, diffi- 
cult to cure, but may be controlled with 20% sodium 
thiosulfate solution applied once daily. Postinflamma- 
tory depigmentation usually disappears when the pri- 
mary lesions are treated. Furfuraceous impetigo usually 
responds readily to 5% ammoniated mercury ointment 
(U. S. P.) and to antibacterial ointment, including 
bacitracin and neomycin. 
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